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IN NURSING, UNIVERSITY OF LONDON 


New Attitudes to Rehabilitation 


In modern rehabilitation we plan in details and we 
help in details so that the disabled man can defeat 
his own disability. 


HESE words of Dr. Edmund Harlem, Minister of 

Health and Social Affairs, Norway, spoken at the 

final session of the Seventh World Congress of the 

International Society for the Welfare of Cripples 
recently held in London, exemplify the new attitude to 
rehabilitation that was clearly in evidence. The various 
exhibits added emphasis to this—a woman of 38, who at 
14 months of age had lost the use of a leg following polio- 
myelitis, had come from a Remploy factory in Lancashire 
to demonstrate the use of an electric sewing machine; 
an elegant rocking bed, operated by an electric motor, 
showed that engineers are busy developing new thera- 
peutic aids. This bed has been designed for patients who 
have difficulty in breathing, also to help in the transition 
from complete dependence on a mechanical respirator. 

The comparative ease with which some of those who 
attended the congress propelled themselves in and out of 
the meetings in their wheel-chairs also gave visible proof 
—if such were needed—that to be partially paralysed is 
no longer to be shut out from sharing in the normal 
activities of one’s fellow men and women. 

A travelling exhibition sponsored by the Central 
Council for the Care of Cripples illustrated in a most 
practical way some of the details which can so greatly 
help to defeat disability. For this no less than 146 ways 


of outwitting handicaps in everyday life—from a long- - 


handled, adjustable toothbrush and a variety of tap 
turners, to sewing, darning and walking aids, door handle 
turners and a ping-pong ball retriever—have been 
suggested from many sources, including hospitals, indi- 
viduals, voluntary societies and commercial firms. Many 
of them are obtainable from these sources; others could 
be made inexpensively, under medical supervision, by any 
handyman. 

The exhibition has been made possible by generous 
gifts and is kept on the road by voluntary contributions; 
it is available to local authorities, voluntary associations, 
hospital staffs, welfare personnel and to disabled people 
and their families. Its scope is illustrated in a booklet 
obtainable from the Council’s headquarters, 34, Eccleston 
Square, London, S.W.1, price 1s. 

Ways in which the new attitude to rehabilitation 
is altering the approach in cases of chronic illness and also 
following coronary occlusion were discussed by two 
speakers at one of the morning sessions on the final day 
of the congress. Dr. F. F. Schwarz (Alabama, U.S.A.) took 
the realistic view that since a rising graph of life expect- 
ancy was matched by a rise in chronic illness, practical 


and logical ways must be found of lessening invalidism. 
The patient’s volition to get well must be encouraged and 
in this he spoke of the part to be played by the family 
doctor, the visiting nurse and the parson. The hospital 
might become too restful a shelter and therefore its staff 
must be aware of this and help to strengthen the patient’s 
emotional as well as his physical and financial security and 
to make him independent in spirit. Thus it was important 
that a housewife should be encouraged to make her 
favourite recipe and that a man should be able to repair 
his radio—these being better occupations for them than 
too much basket making and weaving which could bring 
about “‘a psychological trauma of degradation’”’. 

The other speaker, Dr. L. Bishop (New York, U.S.A.), 
began by referring to the significance of President 
Eisenhower’s recovery and return to work after his heart 
attack, which had provided evidence that such cases are not 
hopeless. Dr. Bishop stressed the importance first of 
treating the patient as an individual and secondly of the 
essential part the physician must play in his recovery. 
From his own experience he instanced three patients—a 
policeman, a garment maker and an insurance agent—all 
of whom had been able to return to similar active work, 
though in each case modified to reduce strain. He 
described his method of handling the barrage of questions 
put to him: ‘“‘Am I on the critical list?’’, ““How many hours 
a day shall I work?’’, ‘‘How far shall I walk?” or ‘‘Must 
I diet... stop smoking . . . stop taking alcohol... ?”. 
Adding that early ambulation in hospital had reduced the 
problem of resuming physical exertion for such patients, 
Dr. Bishop also emphasized the importance of religion as 
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“‘a phase of rehabilitation which must not be overlooked.” 
All who had assisted in the plans ‘for this week of 
pesca were thanked at the final meeting by Dr. 
foward Rusk, president of the International Society for 


Successful Refresher Course 


HEALTH VISITING IN A CHANGING COMMUNITY was 


the theme of a successful post-certificate refresher course 


concluded last week at Bedford College, London, where 
all but 13 of the 89 health visitors, school nurses and 
tuberculosis visitors who attended it were in residence 
for two weeks. The course which was fully booked was 
arranged by the Education Department, Royal College 
of Nursing, with Miss E. Bryden as tutor, assisted by 
four study group leaders: Miss W. M. Warden, M.sc., 
senior lecturer in health education, Institute of Education, 
London University; Mrs. M. Jefferys, B.sc.(ECON.), 
lecturer in social aspects of public health, London School 
of Hygiene and Tropical Medicine; Mrs. V. L. Morris, 
M.A., DIP. ED. PSYCH., and Miss N. B. Batley, tutor in the 
Education Department, Royal College 
of Nursing. Abstracts of the inaugural 
address on ‘Health, Wealth and Happi- 
ness’ given by Miss D. C. Bridges, C.B.E., 
R.R.C., executive secretary, Inter- 
national Council of Nurses, and of the 
concluding address on ‘The Health 
Visitor in the Community’ by Dame 
Elizabeth Cockayne, chief nursing offi- 
cer, Ministry of Health, will be published 
in subsequent issues of the Nursing 
Times, also the two lectures given 
by Dr. J. M. Davidson, H.M. principal 
medical inspector (Mines), on ‘Occupa- 
tion and Health’. A series of visits of 
professional interest included an inno- 
vation in the form of an _ historical 
coach tour round London conducted 
by Mr. John Burrows, B.Sc., who also 
gave two talks on ‘The Changing Outlook 


from the blood samples 
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the Welfare of Cripples, who made a most moving appeal 


to the Society’s members to set their sights high for final 
victory and to rededicate their lives to “this blessed 
opportunity—this unbelievable responsibility”. 


ROYAL VISIT 
TO CHANNEL 
ISLA NDS 


The Queen laying 
the foundation stone 
of the new hospital at 
Alderney during her 
visit to the Channel 
Islands with the 
Duke of Edinburgh 
recently. 


Left: Princess Margaret 
paid her first official visit 
to Cambridge on July 31 
to open Langdon House, 
a home for old people. 
Here she is seen talking 
to 96-year-old Mrs. Frost, 
the oldest resident of the 
home. 


of the Community’. 
Good weather enhanc- 
ed the enjoyment of 
the course and enabled 
those taking part in it 
to savour, apart from 
the set programme, 
many of the cultural 
assets of London. 


Two lectures given at the end of the course by Miss D. T. 
Hogg, a health visitor tutor from Nottingham, were 
much appreciated. The dinner given to the lecturers 
was also attended by Mrs. A. A. Woodman, chairman 
of the Council of the Royal College of Nursing. 


Asian Influenza 


THE FORM OF INFLUENZA distinguished by the term 
A/Asia/57 has now made its appearance in Africa: its 
presence is reported at Djibouti 
and in the Sudan, where the 
disease is spreading, according 
to reports sent to World Health 
Organization. There is no 
report, up to the present time, 
of any new outbreak of the 
‘disease in Europe, Australia or 
New Zealand. The extent of the 
spread of the disease seems to 


The World Influenza 
Centre at Mill Hull, the 
Wright- Fleming . Institute 
and the R.A.M.C. ave 
co-operating in the develop- 
ment and testing of a 
vaccine to prevent Asian 
flu.. Herve a laboratory 
assistant is collecting sera 


after the spinning. 
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be determined much more”by mass contact than by age, 
sex or race. The occasional pulmonary complications 
seem to be limited to subjects already suffering from a 
respiratory complaint and the death rate remains, on the 
whole, negligible. Reassuring news concerning this form 
of influenza is contained in a leading article in the Royal 
Society of Health Journal for August. | 


‘National Institute of Houseworkers 


THE GOVERNMENT has decided to continue a grant 
to the National Institute of Houseworkers of about 
{15,000 a: year payable over a period of some years, 
announced Mr. Iain Macleod, Minister of Labour and 
National Service, in answer to a Parliamentary question 
recently. The purpose of this grant is to assist the general 
work of the Institute and in particular to enable it to 
become self-supporting as an examining body setting 
standards for those wishing to take domestic-employment. 
The Institute’s own courses of training in domestic work, 
if continued, will be paid for out of the grants and bursaries 
made available by local education authorities and other 
organizations. Mr. Macleod also spoke of the Govern- 
ment’s appreciation of the value of the Institute’s work 
and hoped that other organizations would be 
encouraged by the Government’s example to contribute 
towards its funds. Up to the present the National 
Institute has trained about 1,700 women and girls of whom 
about 1,200 have been awarded the Institute’s Diploma. In 


Mrs. W. Paine of the 
London Foot Hospital 
was the winner of the 
ladies singles champion- 
ship for the Annand Cup 
in the Lawn Tennis Tour- 
nament held at St. Charles’ 
Hospital on July 27. 


addition, about 3,200 
experienced workers 
have been awarded the 
Diploma after exam- 
ination. The National 
Institute was set up 
by the Government 
in 1946 as a non-profit- 
making company limi- 
ted by guarantee, 
following a recommen- 
dation in a_ joint 
report by Miss Violet 
Markham and Miss 
(now Dame) Florence 
Hancock (Cmd. 6650). 
Its primary object was 
to raise the status of 
domestic work and to : 
attract more workers into that field, and for that purpose to 
establish standards in domestic work and to serve as a 
centre of research into problems of domestic employment. 


GUERNSEY COMMITTEE OF INQUIRY 


result of the Committee of Inquiry into the situation 

at the Princess Elizabeth Hospital, Guernsey, will 
have been read with great interest. Our readers will recall 
that this Committee of Inquiry was set up following 
publicity given to a threatened food strike within the 
hospital and the dismissal of the staff nurse who acted 
as spokesman for the nurses when they met the Board 
to discuss this matter. Subsequently, the resignations 
were accepted of 12 nurses who had supported their 
spokesman and demanded her reinstatement. 

The report issued covers 12 pages and has been 
printed in full in the local Guernsey press. The following 
are extracts from this report: 

“In spite of the lamentable conduct on both sides, 
we remain convinced that every member of the Board 
and every nurse concerned genuinely desires the welfare 
of the Hospital’... “The ideal solution would be 
for each of the parties to have an ‘agonising re- 

appraisal’ of their own conduct; to come together in 
a conciliatory spirit, to recognize that the welfare of the 
Hospital is their only safe criterion of action, and to 
agree for the sake of that welfare to blot the past few 
weeks from their memories, and from henceforth to 
work harmoniously together.”’ 

This latter recommendation has been acted on with 
expedition—the dismissed nurse reinstated in her post 
of staff nurse and no action taken in respect of the resigna- 
tions of the 12 other nurses. It is hoped that harmony will 
now reign within the hospital which is so essential in the 
interests of the patients no less than for the happiness of 
the nursing staff. 

Those who have followed the reports of the difficulties 
which developed at the Princess Elizabeth Hospital over 
a period of a few weeks will have been conscious of the 
importance of every hospital having recognized and 
efficient machinery whereby all members of the staff may 
bring complaints to the notice of the responsible body 


"| es reports published in the daily press giving the 


and be assured that, without giving rise to ill-feeling, any 
points raised will receive careful consideration. It is also 
essential. that the machinery should work in the other 
direction so that the staff may be informed without undue 
delay of the decisions of the management and any action 
taken. This important point was stressed in the 
report. 
Members of the profession will realize that it is not 
sufficient that such machinery is in being; it is equally 
important that all members of staff know how to use it 
in a constitutional manner and are aware that if this 
machinery should appear to fail and an impasse be 
reached, the good offices of the professional organization 
to which the particular members of staff belong should 
be sought. In hospitals where proper machinery does not 
exist, it would be helpful if advice were sought from those 
who have had experience of these matters before proceeding 
to establish such machinery. In this way difficulties 
can be avoided and the happiness and well-being of all 
sections of the staff promoted. 

It is to the credit of both parties involved in this 
particular situation that, in spite of hard words and strong 
feelings, they have found it possible to act on the recom- 
mendations of the Committee of Inquiry—the nurses 
concerned have been allowed to remain in their posts and 
have agreed to do so, and in respect of the dismissed 
nurse, reinstatement has been agreed. It remains now 
for all concerned to prove that they can work together 
again, maintaining harmonious relationships, and with 
the interests of the patients and the welfare of the hospital 
as their primary concern. 3 

The fact will have been noted that following the 
publication of the report and the implementation of its 
main recommendations, the resignations of all members 
of. the Board of Health. have been submitted to the 
States (the island parliamentary body). Subsequent 


developments and the setting up of a_new board will be 


watched with interest. 
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Recent Advances in the Treatment of 


PULMONARY TUBERCULOSIS 


by VINCENT POWELL, r.r.cs. 


N discussing recent advances in any subject it is some- 

times difficult to decide how far back is ‘recent’. In 

the treatment of pulmonary tuberculosis there is no 

such difficulty. Recent treatment began with the 
introduction of streptomycin. As soon as this drug became 
available in this country about seven or eight years ago 
we had entered a new era in the treatment and prognosis 
of this disease and indeed in our whole attitude towards 
the disease. | 

There was still much to learn, of course, and there still 
is; the optimum dosage, the dangers attendant on giving 
the drugs including the problems of drug sensitivity in the 
patient and drug resistance in the tubercle bacillus, the 
future roles of the proven aids and in particular the role 
of the sanatorium régime and of surgery. The answers to 
these problems are far from complete but we have learned 
a great deal. 

Before going into further discussion of these problems, 
in which I intend to deal mainly with the role of surgery 
and its application, it would be well to consider briefly 
what were the essential changes or modifications of tuber- 
culous disease which followed the use of antibiotics. 


Before Antibiotics 


Before the use of antibiotics the treatment of tuber- 
culosis had consisted of general measures combined with 
rest—a régime designed to raise the resistance of the body 
to the tubercle bacillus and allow the patient in the process 
of time to overcome his disease. In suitable cases this 
treatment was supplemented by surgical procedures, 
mainly the collapsing of the lung in order to close the 
cavities and give further rest to the affected part. The 
collapse could be temporary as in artificial pneumothorax 
and extrapleural pneumothorax, or permanent as in 
thoracoplasty or one of the modifications. The percentage 
of good results was high—over 80 per cent. of cavity 
closure and sputum conversion with thoracoplasty. 

However all surgery was done indirectly on the lung 
with the exception of cavity drainage which was practised 
with varying success but which never commanded uni- 
versal approval. The results of actually invading the 
infected lung tissue were known from experience to be 
dangerous, often disastrous. Cavities accidently opened 
during the operation of thoracoplasty commonly resulted 
in death from the complications that followed. 

The results of resection of tuberculous lesions due to 
error in diagnosis were hardly more encouraging. However 
from time to time in selected cases deliberate resections of 
pulmonary lesions were done—to a greater extent in the 
United States than in this country—but these operations 
carried a substantial morbidity and mortality rate and 
thoracic surgeons in general relied entirely on collapse 
therapy. | 

Much of the trouble following resection was due to 


Abstract of a lecture given at a refresher course for health visitors 
and district nurses held at Lodge Hill in March. 


Film showing shrunken, bronchiectatic right upper lobe, 
sputum persistently positive. Treated by resection of 
right upper lobe. 


The excised empyema cavity. Most of the inner wall has 
been removed showing the inside of the cavity with its 
thickened and rigid outer wall. Formerly these cases were 
treated by converting the outer wall into a flap hinged 
posteriorly, which was pushed against the inner wall and 
kept there by allowing the chest wall to fall inwards after 
removal of the ribs as in thoracoplasty. Ultimately the 
inner and outer walls fused together thus obliterating the 
space, but this was accompanied by loss of lung function 
and deformity. 
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tuberculous. disease of the bronchi. 
Streptomycin has a marked effect on 
this, and it soon became apparent that 
most cases of tuberculous laryngitis, 


W.F. aged 68 years 
5.5.55. Film 1, showing 
large tuberculous cavity at 
the right apex, and diffuse 
shadowing in both lung 


previously an intractable and distress- _—_ fields. Sputum T.B. posi- 


ing disease, healed with astonishing tive. 
rapidity; this was followed by observation of the effects of 
the drug in tracheo-bronchial involvement. Through the 
bronchoscope it became common experience to observe 
the healing of ulcers after a few weeks of chemotherapy. 

There was one disadvantage, the healing was some- 
times followed by bronchial stenosis caused by scar tissue 
formation. When major bronchi were involved the cases 
were no longer suitable for collapse therapy as distortion 
could result in complete obstruction of the narrowed 
bronchial lumen with its attendant dangers following 
retained bronchial secretions and atelectasis. This was a 
factor in influencing surgical thought towards resection 
despite the unhappy experiences of the past. 

It was soon apparent that though the complications 
following resection in the early cases were formidable 
enough they were in fact being modi- 


fied and lessened by the use of chemo- 
therapy. With chemotherapy the 
general manifestations of the disease 
soon improved; signs of toxaemia dis- 
appeared, patients felt better and put 


12.3.56. Film 2 after 10 

months’ chemotherapy. 

Diffuse shadowing has 

cleared. Cavity smaller but 

still present. Sputum still 
T.B. positive. 


on weight. This was usually accom- 
panied by considerable clearing of X-ray shadows and 
often by conversion of sputum and the disappearance of 
cavities. | 

Further experience, however, posed other problems. 
Short courses of streptomycin produced good early results 
but relapse was common and when bacilli again appeared 
in the sputum they were sometimes streptomycin resistant 
and even patients undergoing prolonged therapy could 
develop resistant strains. 

The side effects of streptomycin were distressing. 
- Rashes and other manifestations of drug sensitivity and, 
more serious, loss of hearing and balance and blurring of 
vision. The problem of drug resistance was largely solved 
with the introduction of para-aminosalicylic acid (P.A.S.) 
and isoniazid (I.N.A.H.). When either of the substances 
are used in combination with each other or with strepto- 
mycin the development of resistant strains is greatly 
delayed or virtually abolished. 


Recent methods of manufacture 
have cut down the dangers from side 
effects but not yet abolished them. 
The dosage is important and in the 
treatment of some of the side effects 


16.7.56. Film 3, after re- 


_ section of right upper lobe. 


Sputum now T.B. negative. 
Note. Not many years ago 
this patient would have been 
vegarded as untreatable be- 


Cortisone has proved valuable. There cause of his age. 


is still divergence of opinion about the 

optimum dosage but the general practice is to give these 
drugs in. various combinations for long periods, months or 
even years. 

There is also considerable divergence in opinion and 
practice with regard tosanatorium regime. In some centres 
patients are admitted to sanatoria for chemotherapy and 
if they undergo surgery are retained afterwards for con- 
valescence. In other centres they are given chemotherapy 
while still at home or even at work. and following surgery 
convalescence is correspondingly shortened. Many centres, 
perhaps the majority, practise something between these 
extremes. 


The Case for Surgery 
The indications for surgery are, broadly speaking, 
those cases in which it is felt that chemotherapy alone 
would not rid the patient of his disease. Obviously there 
are patients in which this cannot be achieved by any com- 
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bination of treatment; but in many cases today it is pos- 
sible to eradicate all the disease that can be demonstrated 
by radiological means or direct inspection of the lungs. 
Where cavities have failed to close or sputum to be- 
come converted, or gross bronchiectasis or lung destruction 
exists, the indications for surgery are clear. To this list 
may be added tuberculoma or as some term them ‘coin 
lesions’, which are often blocked cavities and from which 


Film showing long standing tuberculous empyema with 
an unexpandable lung. 


it may be impossible to differentiate carcinoma, also 
empyema when conservative measures have failed. 

The most controversial indication is the co-called 
‘minimal lesion’ ; it is sometimes defined as a lesion not more 
than 1.5 cm. in diameter or disease limited radiologically 
to one rib or one interspace, but it remains very much a 
matter of individual assessment. 

It may be asymptomatic, a radiological finding or the 


end result of chemotherapy for what was originally more> 


widespread disease. Some physicians treat such cases by 
chemotherapy alone for periods up to years, in the belief 
that they must ultimately become sterile. However no one 
can guarantee this or that further trouble will never 
arise from the lesion, and the advocates of surgery will 
point out that it is certain that the patient will never get 
trouble from a lesion that has been removed. 

In general the sufferer from tuberculosis today may 
expect to have a long course of chemotherapy with or with- 
out hospitalization and then to be assessed for the need or 
not of surgery. If surgery is considered advisable he will 
be admitted to a thoracic surgical centre. Here he will first 
undergo such tests as are necessary to localize his disease 
and to assess his fitness for operation. The diseased seg- 
ments are located by anteroposterior and lateral tomo- 
graphs, and diseased bronchi determined by bronchograms 
and bronchoscopic examination. 

Lung function is assessed by respiratory function tests 
designed to examine the mechanics of breathing and 
gaseous interchange in the lungs. Not all of these tests 
are necessary for the majority of cases. The type of 
surgical procedure best suited to the case will be determ- 
ined, and commonly today it will be resection of the 
diseased area of lung. Collapse therapy, particularly 
thoracoplasty or some modification has not been entirely 
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superseded and may be advised. 

These figures taken from one of the hospitals with 
which I am associated may be taken as an indication of 
the trend. 


1953 71956 
Adhesion section ... 14 cases 0 
Thoracoplasty ... 20 
Resection 26 131 


The resection may involve the whole lung (pneumonect- 
omy) a lobe (lobectomy), or a segment of a lobe (segmental 
resection). Occasionally excision of a small piece of lung 
tissue is all that is required (wedge resection). Despite the 
detailed investigations to which I have alluded, the final 
assessment of how much pulmonary tissue should be re- 
sected can often only be made at the time of operation. 
This is an important point which should always be made 
clear to the patient. 

Depending on the amount of lung removed and the 
state of the residual lung tissue, some space obliterating 
procedure—usually some modification of thoracoplasty— 
may be necessary either at the time of resection or later 
to avoid overstretching of the lung tissue. Following 
pneumonectomy it is the rule to do either a concomitant 
or post-resection thoracoplasty. 


New Treatments for Empyema 


In no manifestation of this disease has progress been 
greater than in the treatment of empyema. Formerly faced 
with a persistent empyema with thickened walls there was 
no way out except to obliterate the space by removal of the 
overlying ribs and doing a plastic procedure to get the 
visceral and parietal layers of the pleura to adhere together. 
This often meant a series of severe operations and in the 
end considerable deformity and permanent loss of respir- 
atory function in the lung on the affected side. These 
operations were, however, brilliant conceptions and were 
life saving, as otherwise the patients ultimately succumbed 
to the effects of chronic toxaemia. 

The modern operation is to excise the empyema com- 
pletely together with any diseased lung tissue, the space 
then being filled with the remaining lung tissue, leaving the 
patient with no deformity and an improved respiratory 
function. This operation is usually successful. 


Film after total excision of the empyema, the lung has 
expanded to fill the space. 
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Though the introduction of the antibiotics has played 
a major part in the modern approach to the surgery of 
tuberculosis, it has not been the sole factor. Others include 
advances in surgical technique, greater knowledge of the 
detailed anatomy of the lungs—a field in which British 
workers have been especially prominent—and most 
important, the availability of blood for transfusion. 

An appreciation of the overall results of resection will 
not be available for some time yet. The published figures 
suggest that the mortality (within three months of opera- 
tion) is similar to that following thoracoplasty. The 
average figure is probably between two per cent. and three 
per cent. It is substantial in pneumonectomy, eight per 
cent. or even higher. But these cases are often ‘salvage’ 
cases. On the other hand segmental resection in good risk 
patients has a mortality rate of under one per cent. 
Figures for five- to 10-year results are now being published 
and they are encouraging; it is to be expected that future 
results will be better as most of the early resections received 
chemotherapy in amounts considered quite inadequate by 
present-day standards. 

I do not think it unduly optimistic to say that with 
present-day methods, in subtotal resections where all 
demonstrable disease has been removed we can anticipate 


cure rates of little less than 100 per cent. and operative 


mortality rates-below one per cent. But for an overall 
picture we have to take into consideration all types of cases. 
This is being attempted by the Society of Thoracic Surgeons 
and the British Tuberculosis Association who, jointly, are 
conducting a follow-up of almost 100 per cent. of all surgery 
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FIFTY YEARS AGO 


From the Nursing Times, OF THE 36 MIDWIVES cited 
June 1907 to appear before the Cen- 

tral Midwives Board re- 
cently to answer various charges made against them, 
only four possessed any kind of certificate. It is little 
short of amazing to find how large a number of the 
women of middle age and over who make their 
appearance before the Board are entirely illiterate, 
that is, can neither read nor write, except perhaps 
a little, while many are proved to be dirty and ignorant 
to a degree that can only make those who are present 
at these meetings feel devoutly thankful for the 
addition to the Statute Book of the Midwives Act, 
and realize how great a debt is owed to those public- 
spirited women and men who brought about its 
passing. 


carried out in this country from April 1953 to February 
1954. This investigation should yield much valuable in- 
formation and its findings are awaited with great interest. 

Modern methods of prevention and treatment are 
highly efficacious against this disease. It is no longer the 
great killer, and many of its manifestations are becoming 
rare in this country and in many other countries where the 
problem has been tackled energetically. There is still 
much to be done, however, but it seems that we have been 
given the tools and unless we misuse them we should be 
able to finish the job. 


INTERNATIONAL CONFEDERATION OF MIDWIVES CONGRESS 


Midwives Meet in Stockholm 


by MARGARET WILLIAMS, Superintendent Midwife, St. Asaph General 
-Hospital, Flintshire. 


HE 11th Congress of the International Confedera- 

tion of Midwives is over and the participants have 

scattered, but I am sure we all gained knowledge 

and friendships which will remain a true and 
happy memory. Dr. Engel stated that ‘‘a man is strong 
through the knowledge he gains”, therefore we should all 
be stronger in our work. 

Professor J. H. De Haas of Holland in his inaugural 
address set us on to the right line of thought about the 
theme of the congress, which was “The Place of the Mid- 
wife in Relation to Maternity care’, by stressing the fact 
that co-operation within the team consisting of doctor, 
midwife and patient was the best way to ensure a normal 
delivery, meaning a live, healthy mother and baby. 

He also pointed out how varied were the problems 
of the midwife internationally. This fact was also brought 
to our notice when Miss N. B. Deane congratulated the 
organizers on the well-balanced programme—an inter- 
esting factor being that speakers from two of the less 
developed countries, Indonesia and Ghana, opened the 
afternoon session, followed by an American midwife and 
Miss Fensom (Great Britain). 

Discussion after these papers brought many questions 
from different countries on various points, including how 
the shortage of midwives could be overcome, and to what 
extent the midwife was covered by law in cases where she 
might be faced with an abnormal delivery. Two speakers 


emphasized that the midwife should be a specialist in her 
own field, one on the grounds that “‘the nearer one gets 
to sickness the more abnormal midwifery becomes’’, and 
secondly to aid recruitment. 

On the wider aspects of midwifery one felt that all 
countries represented at the congress agreed that the 
midwife as a teacher played an important role in maternity 
care. : 

Tuesday was taken up with psychological aspects of 
childbearing and antenatal care and preparation. Dr. 
Tylden of Great Britain and Dr. G. af Geijerstam (Sweden) 
put great emphasis on the importance of the many ways 
in which expectant and delivered mothers can be helped 
through their emotional stress by the midwife who truly 
realizes that her work is not only to provide physical care 
but emotional support as well. They agreed that psycho- 
logical teaching should come early in the training syllabus 
of the pupil midwife. Other lectures on Tuesday showed 
how these two factors of physical and emotional care were 
being brought ‘together by antenatal examination and 
instruction. 

By the end of the day one realized the value of the 
trend of thought that civilization, while improving the 
physical care of the mother and child, could do harm by 
the nervous strain which appears to increase as one 
becomes more aware of the bodily functions. 

By midday on Wednesday it had been made quite 
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clear to us that the routine care of the newborn child 
varied little, and that most problems were of a similar 
nature. 

Probably the lecture which made us think most about 
our future as midwives was that given by Mme Jay of 
France—‘The Midwife; her Professional and Social 
Activities, her Future’—emphasizing that the word 
‘midwife’ must be given a clear definition which should be 
that obtaining in those countries giving midwives the 
highest standards. 

Next morning brought a free day for all but the 
delegates, but I was privileged to attend their council 
meeting. Listening to all the varied viewpoints, one 
realized how necessary and useful these meetings are in 
helping towards reaching universal standards. We were 
all pleased to hear that the application for official relation- 
ship with the World Health Organization had been 
accepted. Miss Creelman, as their representative, brought 
us greetings from the director-general. 

Miss Deane, as retiring president, spurred us on to 
wider horizons, advising us to keep our outlook world- 
wide, to read widely and to give up time to understanding 
other countries’ problems. 

On the final day we were interested to hear more of 
Swedish midwifery. A demonstration by expectant 
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mothers illustrating a talk on the value of exercises was 
followed by an interesting lecture by Dr. Malmestrém 
on the uses of the vacuum extractor, the interesting 
instrument which appears to be replacing obstetrical 
forceps for many deliveries in Sweden. 

This report would not be complete without reference 
to the social activities, which included formal and informal 
occasions, all permeated by the spirit of friendly efforts 
to come closer in understanding. At the closing ceremony 
it was good to hear that we had doubled our membership 
in the past three years, and that four countries had been 
accepted as members this year. During the week of the 
congress the King of Sweden honoured Miss Erup, our 
new president, with the medal 7 Attonde Storleken, a very 
high Swedish decoration, in recognition of her services 
nationaliy and internationally to the midwifery 
profession. 

It was sad to part, but everyone left the congress 
prepared to give of their best, to look forward to the 
future, and be prepared to learn from the past; 1960 will 
see many old and new faces meeting at the congress in 
Rome. 

{I would like to thank Miss Bayes, secretary, International 
Confederation of Midwives, and the Swedish press for their ‘co- 
operation. ] 


What Part can Midwives Play in Promoting 


International Understanding? 


by A. JEAN WELFORD, S.R.N., S.C.M., M.T.D., Superintendent Midwife, 
Queen Elizabeth Hospital, Birmingham. 


nations, and of quick transport from continent to 
continent, the impact of the races one upon the other 
has great force, either for good or ill. We, as midwives, 
can play our part in promoting international understan- 
ding rather than the friction which so frequently results 
from this impact of diverse and often conflicting ideas. 

We above all other people have the opportunity to 
get to know the mothers of the future generation when 
they are in a most receptive mood; most mothers have a 
strongly developed maternal instinct and we can help 
them enormously by our sympathy, understanding, care 
and advice at this thrilling and critical time in their own 
lives and at the beginning of their experience of mother- 
hood. It has been said that the hand that rocks the cradle 
rules the world; if there is any truth in this (and I believe 
there is), then. midwives have a great challenge to sow 
the seed of love rather than hate in the world. 

Midwifery is a world-wide as well as an age-old 
profession, and there are midwives of some grade or other 
in every corner of the world, all working to the same ends. 

Our aim, in the more civilized countries, is the safe 
delivery of healthy, happy children, to mothers who shall 
be proud of them, and who are none the worse for the 
hazards of pregnancy and labour. We should therefore 
be ready and eager to exchange our ideas and experiences 
with our fellow midwives from other countries and to 
learn from each other’s discoveries and experiences. The 
International Congress of Midwives gives wonderful 
opportunity for such an exchange of ideas and has become 


I: this modern world of easy communication between 


Abstract of a prizewinning essay in the Royal College of Midwives 
competition for the Cow and Gate bursary. : 


the recognized medium for the interchange of thoughts on 
all midwifery subjects—from technique, to training and 
problems of maternal and child welfare services. 

The more midwives we meet and talk to from other 
countries, the better will be our yh their) understanding 
of these countries and their gifts, problems and oppor- 
tunities. Among the most helpful times at these congresses 
are the informal discussions which arise over the tea or 
coffee cups in which the midwives so delight and here 
many friendships are started which in spite of language 
difficulties may flourish for many years; we can at least 
do our part in continuing the correspondence with these 
midwives from other countries whom we meet at these 
conferences, or who may visit our countries and come into 
our hospitals or homes. 

We also have great scope for helping midwives from 
under-developed countries who come to learn our 
modern methods in our teaching hospitals, as pupil mid- 
wives, as post-certificate students, or merely as observers, 
by getting to know them individually, trying to under- 
stand the problems which may beset them when they 
return to train midwives in their own countries, and 
encouraging them to study and learn all they can so that 
they will go back as well equipped as possible to continue 
(or begin—as the case may be) the midwifery services 
back home in their native lands. 

By talking over their problems with them and even 
by visiting them ourselves when they have returned 
home, we may stimulate them to persevere in the difficult 
tasks they have ahead of them. | 

Further education of these midwives who will return 
home to raise the standard of the midwifery in their own 
countries is well worth while and perhaps we can do more 
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good by encouraging them and helping them in their 
studies than we can by actually going ourselves and 
working in these far countries. The local midwife who has 
been away and seen and learned new methods may have 
more scope than the foreigner coming from a far country. 

When the World Health Organization sends health 
teams to build up local health services and train the local 
people to carry on for themselves after a few years of help, 
the midwife is one of the first to be sent, and she is perhaps 
the most acceptable to the village folk. She will soon be 
able to help some woman in the distress of labour where 
the local village midwife has been in difficulties and so 
may gain a hearing and even a following of women eager 
to learn how they can help their own womenfolk in their 
difficult confinements and how their babies can have the 
best possible start in life. 


Learning a Foreign Language 


Language is a great problem to many of these mid- 
wives from other countries, and we could perhaps help by 
learning some foreign language ourselves instead of always 
expecting the other person to learn English. 

The International Council of Nurses is the head- 
quarters and port of call for hundreds of nurses and 
midwives from all over the world who come to Great 
Britain, and those particularly interested in midwifery 
are referred to the Royal College of Midwives and are put 
in touch with suitable training schools, midwives or post- 
certificate studies. 

The International Nursing Review published by the 
International Council of Nurses prints many exceedingly 
interesting and informative articles on nursing and 
midwifery, subjects of local and international interest, 
and should be far more widely read than it is, as should 
the National Council of Nurses quarterly Newsheet, with 
its rather more national than international news. 

The National Council of Nurses has arranged the 
employment of many British nurses abroad for varying 
lengths of time, and this is surely a wonderful way of 
promoting international understanding. 


Breaking down Barriers 


Holidays abroad are fortunately more accessible to 
the ordinary person than they used to be and each year 
hundreds of midwives go abroad for their well-earned 
holidays; friends are made, often with the local people 
with whom they stay. Nurses often visit the local hospital 
and midwife and district nurse and straightaway they have 
a subject of common interest to talk about and barriers 
are broken down and friendships established. 

The women we attend professionally may often be 
here from foreign countries for one reason or another. 
We can help them to feel less strange and more at home 
by talking to them about their travels, customs, and their 
own countries, and by showing a friendly interest in them 
as individuals. 

In England we are fortunate that there is no real 
colour bar although one does meet the isolated case of 
gross discourtesy to some people who have travelled here 
from afar. Midwives can have no time for such behaviour, 
and can honestly admire the attractiveness of the black 
babies which it may be our privilege to deliver. Any baby 
of any colour or race appeals to the mother instinct, and 
any midwife must love babies or she would never continue 
with such an exacting job; thus our admiration and love 
will be genuine, and therefore our approach to inter- 
national understanding will be very much on the level of 
the ordinary folk whom we meet day by day. 


“Book Reviews 


Nerves Explained 


A Straightforward Guide to Nervous Illnesses.—by Richard 
Asher, M.D., F.R.c.P. (Faber and Faber Limited, 10s. 6d.) 

Written for lay people, this book describes and 
explains the main forms of mental illness, from the 
psychoses down to the anxiety states. Particular subjects 
likely to interest readers are included, such as children’s 
nerves, sex and its problems, hypnosis and the addictions, 
while others are there—as the author frankly admits— . 
because they are ones in which he is especially interested, 
the best example being illness as a hobby. 

No book on such a sad subject can be wholly enter- 
taining, but this one comes close to it, so great is the 
author’s gift for a happy turn of phrase and his ability 
to talk sense and yet to flavour his discussion both with 
interesting anecdotes, and by many apposite quotations, 
ranging from Terence to Cronin, taken from the world’s 
literature. 

All the sections are good, though perhaps the treat- 
ment of the psychoses is presented in too optimistic a 
light. As an example, cerebral tumour is said to be oper- 
able in quite a number of cases, and a happy outcome in 
a particular case is described. All this is true, yet the 
overall picture is a false one and the reader is left with a 
far more optimistic impression than really pertains. 
Certainly the psychoneuroses and other lesser mental 
ailments are brilliantly handled, and it would be difficult 
to imagine a better way of presenting them to the public. 

So good is the book that to offer minor criticisms 
seems carping, but surely high blood pressure can some- 
times cause early morning headaches! To sum up then— 
this is an outstanding book, and although written for 
laymen it sets out sufficient facts about mental illness 
in such a readable and invigorating manner that it might 
well be read by all student nurses doing their general 
training; it alone would give them a sufficient grasp of 
mental illness with less tears than many a more preten- 
tious, longer and duller tome. Indeed, all nurses would 
benefit from reading it, for they would better appreciate 
how important a part the mind plays, even in those 
patients suffering from organic disease. 

M.R.C.S., 


Books Received 


A Practical Handbook of Midwifery and Gynaecology for 
Students and Practitioners (fifth edition).—by W. F. T. 
Haultain, F.R.C.P.4B., F.R.C.0.6., 
Clifford Kennedy, F.R.C.S.E., F.R.C.O.G., including a 
section on the management of the Infant and Neonatal Con- 
ditions by J. L. Henderson, M.D., F.R.C.P.E. (E. and S. 
Livingstone, 30s.) 

BCG and Vole Vaccination; A Practical Handbook (second 
edition).—by K. Neville Irvine, M.A., D.M., M.R.C.S., 
L.R.C.P. 

British National Formulary, 1957 (standard edition). (The 
Pharmaceutical Press, published jointly with the British 
Medical Association, 6s. 6d. ordinary and 10s. interleaved.) 
Scalpel; Men who made Surgery.—by Agatha Young (Robert 
Hale, 27s.) 

Sir Robert W. Philip, 1857-1939; Memories of his Friends and 
Pupils, with a foreword by Harley Williams. (N.A.P.T. 
12s. 6d.) 3 
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NE of the most commonly used transfusion 

fluids is human plasma. It is also probably the 

one requiring the greatest degree of care in its 

preparation. The bottle of dried plasma used 
in ward and theatre has passed through many hands before 
being passed for issue, and it is proposed to follow the 
many processes through which it has passed, and the 
checks to which it has been subjected. 


Pooling 


Nursing Times, August 9, 1957 


THE PREPARATION OF PLASMA FOR 
TRANSFUSION 


by A. D. FARR, A.1.M.L.T., Senior Technician, National Blood Transfusion Service. 


order to show that they have not been contaminated at 
the time of opening. If this has been done for cross- 
matching, and with all necessary precautions, the bottles 
should be sterile. 

The details of the actual removal of plasma will vary 
from area to area, but basically the principle is that the 
syphoning is performed in a sterile room, observing as 
far as possible full theatre technique, and using an 

apparatus similar to that shown in Fig. 1. 
As blood is virtually a perfect culture 


Plasma is obtained rin 
from those bottles of 
blood which are not 
used for transfusion as 
whole blood. Generally 
such bottles fall into 
three categories. (i) 
Blood taken from donors 
who have suffered from 
certain conditions trans- 
missible by transfusion. 
These conditions may 
be such as malaria, in 
which the parasite in- 
fects only the red cells 
and not the plasma, or 
certain allergic condi- 
tions where the respon- 
sible factor is destroyed 
by the drying process. 
Blood is never transfused—in any form—if the donor has 
ever had an attack of jaundice. The virus of infective 
hepatitis is not destroyed by drying, and until a few years 
ago, several patients developed jaundice as a result of 
accidental transfusion with blood from such donors. 
(ii) Time-expired blood from the bank. Even in the most 
efficiently operated blood bank a certain small amount 
of blood is not issued by the time it is 21 days old, and 
having once exceeded this arbitrarily selected ‘life’ it is 
used for plasma. - (iii) Blood returned from hospitals to 
the Regional Transfusion Centre which has either been 
opened for cross-matching and then not used, or which is 
time-expired by the time that it has settled out sufficiently 
to determine its suitability for reissue. 3 

Pools of 10 bottles are made up of blood obtained 
from the various sources. The reason for using small 
(10-bottle) pools against large (100 bottles or more) is 
that should a bottle from a hepatic donor be inadvertently 
included, or should a patient develop jaundice following a 
transfusion of plasma, withdrawal of the rest of the pool 
from circulation will be both more readily accomplished 
and also cause less wastage of stocks. The groups are 
balanced in the pools so that each contains four group O, 
four group A and either two group B or two group AB or 
one group B and one group AB. This is so that the 
naturally occurring anti-A and anti-B agglutinins may 
be neutralized, and the resulting plasma therefore rendered 
fit for transfusion to patients of any group. Bottles 
showing any apparent contamination or haemolysis are 
discarded. Whenever bottles are included which have 
been opened they are cultured before being pooled, in 


Hood 
with 
dip- 
stick 


FIG. 1 


medium, complete sterility is both essential 
and rather difficult to achieve. The operator 
must be fully capped, masked and gowned, 
and the bottle necks and dipstick well flamed 
with a_ bunsen 

burner each time 

a bottle is 

— syphoned. The 

room is well 

| _ washed down and 
sprayed with an 
efficient anti- 


2-litre septic solution. 
‘collecting’ All apparatus 
Winchester used for the prep- 


aration of plasma 
pools must of 
course be ade- 
quately steri- 
lized, and this 
| | can only be done 
by autoclaving at a minimum of 20 lb. sq. in. pressure 
for 20 minutes. | 


_ Drying 


The separated pools generally contain about 13-2 
litres of cell-free sterile plasma. These are—in this 
country—dried centrally by the Lister Institute of 
Preventive Medicine, Blood Products Unit. 

Before drying, the pools are cultured to ensure that 
they are in fact free of bacterial contamination, and then 
they are dispensed in MRC blood bottles in 400 ml. amounts. 
The drying process consists essentially of centrifuging 
the bottles so that the liquid is distributed over the wall 
of the bottles, and then freezing it. The 
result is as shown in Fig. 2; the purpose is to 
present the maximum available surface area 
of plasma for drying. 

While in this frozen state the bottle is 
placed under a vacuum which removes all 
the liquid from the frozen plasma. For com- 
plete removal the drying process is generally 
carried out twice. If so desired the bottle 
may then be filled with a dry inert gas, such 
as nitrogen, which helps to prevent the dried 
product from deteriorating, and the bottle 
is sealed. | 

If stored away from direct sunlight and at room 
temperature the plasma will remain usable almost 
indefinitely, although an arbitrary expiry date of 10 
years is almost always imposed in order to prevent plasma 
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bei: stored for excessive periods while more fresh batches 
are used first. 

Reconstitution is by the addition of 400 ml. of sterile 
pyrogen-free distilled water, the dried plasma going 
readily into solution on shaking. A turbid appearance 
ma\ be indicative of bacterial infection; such bottles 
are therefore discarded, as are any which may be 
reconstituted and not immediately used. 

In some regions fluid plasma is also available. The 
preparation of this is the same as for dried plasma up to 
the syphoning procedure. This plasma is syphoned not 
into a dry Winchester but into one containing about 
900 g. of dry kaolin. This tends to prevent the plasma 
from clotting when being filtered, an’ otherwise consider- 
able difficulty. The pooled kaolinized plasma is allowed 
to stand for a week at room temperature and is then 
cultured. If sterile it is frozen and thawed three times 
consecutively and then filtered through a clarifying filter 
and then a sterilizing filter into dry MRC blood bottles 


For Student Nurses 


GENERAL NURSING COUNCIL 


FINAL GENERAL EXAMINATION 


Principles and Practice of Nursing 
Question 6.— Name the various substances which may be 
administered per vectum, and state the purposes for which 
they may be used. Describe in detail the administration of one 
of these. 

Substances are mtroduced into the rectum with. the 
object of washing out or evacuating the contents of the bowel 
or to introduce fluids and drugs which are meant to be retained 
and absorbed. 

The following substances may be given. 

Watery may be used to wash out the contents of the bowel 
or, when given slowly, to correct dehydration. 

Normal saline. To correct dehydration. 


Glucose ov dextrose. Usually given with normal saline 


for providing nutriment as well as fluid. 

Coffee. Strong black coffee may be given as a stimulant 
usually in treatment of narcotic poisoning. 

Soap and water solution as an evacuant enema for cleans- 
ing purposes or for treatment of constipation, and to aid the 
diagnosis of intestinal obstruction. 

Olive oil, 4-6 oz., given as a lubricant and -to soften hard 
faeces before being evacuated by means of an enema saponis. 

Glycerine, given either in liquid form or as a suppository, 
for its purgative action to evacuate the bowel. 

Magnesium sulphate, 25 or 50 per cent. solution, is given 
for its purgative and hygroscopic action and, indirectly, for 
reducing intra-cranial pressure. 

Turpentine, 6-8 drachms, given in a solution of soap and 
water and/or olive oil as a carminative. 

Ox bile, 40-60 gr. dissolved in 4-6 oz. of warm water 
or normal saline, as a carminative. 

Quassia. An infusion of quassia is used as an anthel- 
mintic for the treatment of threadworms. 

Hypertonic saline as an anthelmintic. 

Silver nitrate solution, 0.2 per cent., or tannic acid 
solution, 2 per cent., as an astringent enema, ordered in the 
treatment of diseases characterized by diarrhoea. 

Starch and opium as a sedative enema, ordered for the 
treatment of some forms of diarrhoea, as in typhoid fever. 

Barium sulphate for diagnostic X-rays of the bowel. 

Paraldehyde. Dose prescribed according to the weight 
of the patient, administered in normal saline as a pre- 
medication before general anaesthetic, or in the treatment 
of irrational and restless patients, also convulsive states, 
for example in strychnine poisoning and tetanus. 

Bromethol (Avertin), or thiopentone sodium (Pentothal). 
Dose calculated according to body weight, prescribed as a 
pre-medication before general anaesthetic. 
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in 400 ml. amounts. After sealing, the bottles are stored 


at room temperature for three weeks and then examined. 
A bottle fit for issue should be crystal clear. Any foreign 
bodies, moulds or signs of turbidity (?bacterial infection) 
render it unsuitable for use and it is discarded. An 
arbitrary. expiry period of six months is given to these 
bottles. 


Summary 


A lot of work goes into the preparation of human 
plasma for transfusion, and the finished product can be 
relied upon as being as nearly a perfect product as is 
humanly possible. 

Next time you handle a bottle, remember it is a 
valuable and carefully prepared product that has taken 
many people many weeks to prepare, and that it contains 
donations from 10 altruistic persons who will never know 
to whom their blood is given. 


A Suggested Answer to a State Examination Question, 


by the Sister Tutor Section, Royal College of Nursing. 
FOR ENGLAND AND WALES 


Potassium bromide, 5-20 gr., prescribed as a sedative. 

Chloral hydrate, 5-30 gr., prescribed as a sedative. 

Suppositories. (a) Aminophyiline, (b) morphine or 
Alupercain, to relieve dyspnoea by relaxing the bronchi; 
prescribed as analgesics in the treatment of haemorrhoids. 


The Administration of a soap and water enema (enema saponis) 
The solution is prepared by dissolving 1 oz. (the size 

of a walnut) of soft soap into 20 fl. oz. of water. The tempera- 

ture of the solution should be checked with a lotion ther- 

mometer and adjusted to 100°F. 

feequirements. Tray with— 

2 pint measure containing 20-30 fl. oz. of soap solution 

at 100 F. : 

Lotion bowl, containing the following apparatus: funnel, 

rubber tubing, connection, spring clip, Jacques’ rubber 

catheter size 12-14 (or Higginson’s syringe and catheter 
if ordered). 

Gallipot containing a smear of lubricant, such as Vaseline, 

on a piece of old linen. 

Receiver for soiled catheter after use. 

Additional Requisites. 

Treatment macintosh. 

Bedpan, bedpan cover (paper). 

Porringer containing brown wool or toilet paper. 

I should carry out the procedure in the following way. 

Screen the bed and explain the procedure to. the patient 
and gain her co-operation. Close adjacent windows. Give 
the patient an opportunity to empty the bladder if desired. 
Having folded back the beclcothes, place a blanket next to 
the patient to maintain warmth. Place the patient in the 
left lateral position with the buttocks drawn to the edge of 
the bed, and place a warmed macintosh under the buttocks. 

Lubricate the catheter and expel all the air from the 
apparatus by allowing some of the solution to run through; 
stop further flow of the solution by adjusting the spring clip. 
Insert the catheter into the rectum for 4-5 in., then release 
the clip and allow the required amount of solution to flow 
steadily through the catheter. Withdraw the catheter, 
separate it from the apparatus and put it in the receiver 
provided and replace the remaining apparatus in the bowl. 

Encourage the patient to retain the enema solution for 
a few minutes, then help her on to the bedpan, and see that 
she is warmly covered and well supported by pillows. Stay 
with the patient if it is considered necessary. 

When the bedpan is removed, inspect and report upon 
the contents or save it for future inspection if required. 
Provide facilities for thorough washing of the patient’s hands, 
remake the bed, leaving the patient comfortable, remove 
screens and open windows. 
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gq QUEEN MOTHER Opens 
: King George VI Memorial 
Centre for Handicapped 
Children at Bulawayo 


“ny? 


™ 


: 


The Queen Mother 
is shown round 
schoolrooms by the 
acting headmistress- 
in-charge. 


A long chat with 
10-vear-old David 
who told the Queen 
Mother he is deter- 
mined to learn to 
walk. David 1s 
suffering from cere- 
bral palsy. 
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The Queen Mother is met at @ entra 
Minister of Southern RhodesiqR. Ga 
the president and chairman of tim, the | 

H.W’. Beadle, (@0.B.E 


Her Majesty inspects the largilnt roo 
veceive treatinent with the at 
apparatus and wall bars. fats t 
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The Queen Mother 
talks to a_ spastic 
child in one of the 
classrooms. There 
ave 24  vesident 
children at the 
Centre. 


Accompanied by Mr. Justice 
Beadle and another member 
of the Centre’s committee, the 
Queen Mother walks to the 
hostel along a covered way 


met at i entrance by the Prime 


Rhodesi@@R. Garfield Todd, and from the classrooms. 
an of tim, the Hon. Mr. Justice 
adle, Q.C. 


he largiient room where patients 


: A special farewell to George 
voun Mann, a member of the 


Rehabilitation Centre Scout 

Troop, in a wheelchair. George, 

who 1s 14, lowered the flag on 
Her Mayjesty’s arrival. 


During hey tour of inspection 
the Queen Mother pauses for 
a moment beside the bed of 
Eddie, a two-year-old polio 
victim. 
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The Patient’s Social Background in Relation 
to His Progress and Happiness in Hospital 


by NORMA SMITH, Student Nurse, Sydney Hospital, New South Wales, Australia. 


ERHAPS one of the most significant words used in 

hospitals throughout the world is ‘progress’. The 

relatives will ask the sister, the doctor will ask the 

sister, the superintendent, the matron—all will 
ask “‘what progress has the patient made?’ And it is no 
wonder, as the whole hospital staff is affected. 

One of the factors which seem to influence the 
patient’s progress in a very subtle way is the patient’s 
social background. The exact influence is very difficult 
to define with precise clarity because basically it involves 
individual differences such as personality, intelligence and 
life experiences from which are built up characteristic 
habits of thought or a mental attitude which produce a 
store of reactions. Therefore persons with similar back- 
grounds may react quite differently in similar situations. 
However, more tangible things such as family status, 
- community standing, financial position, education and 
occupation tend to give us a more definite theme for 
discussion, and these things are the components of social 
background. 

To view the relationship between the patient’s progress 
and happiness in hospital and his social background in 
proper perspective we need to consider the patient’s 
malady, that is, the reason why he is in hospital. At first 
glance this seems to be the complete regulator, but when 
we take the time to study the hospital ward and its 
patients we soon find that happy progress depends 
largely on the patient. 


Contrasting Examples 


For example, take two patients who have had a mid- 
thigh amputation. ‘A’ is a diabetic who has had his leg 
removed because of gangrene. Before his operation he 
had had months of nerve-racking pain. On admission he 
is anxious, nervous and irritable. He has always been 
haunted by the thought that he may lose his leg. After 
his operation, although he knows that his life has been 
saved, he is depressed and unwilling. His progress is 
tedious and almost deliberately slow. ‘B’ is a wharf- 
labourer whose leg was crushed by a mishap at work. 
His progress is almost dramatic. He is used to hard work, 
is keen to make the best of things and will be up walking 
in an ambulator while ‘A’ is slowly practising lifting his 
stump from the bed. 

Admittedly the diabetic may take much longer to 
recover from his surgery than the normal person, but even 
when the wound is healed there does not seem to be any 
comparison. The progress of each of these patients is 
definitely influenced by their respective mental attitudes. 

If the patient is happy, then his progress is not 
obstructed in any way; but if he is admitted to hospital 
troubled and fearful, then he has an additional load, 
besides his illness, to carry, and this patient needs special 
care. Psychologists will reiterate that too much emphasis 
cannot be laid on the far-reaching effects of the psychic 
_ Over the physiological state, and this aspect of patient 
care is duly considered in nursing. We know that the 
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amount of care taken to relieve the patient’s physical 
state should be equalled by sympathy and understanding 
to ease his mental state. Each will affect the other. 

From the instant a nurse begins her training she is 
impressed with the fact that every patient is a guest of the 
hospital. She is trained to be observant, punctual, and 
to move with quiet dignity among her patients, so that 
her nursing routine is carried out promptly and in an 
orderly manner. 

If the nurse bears these teachings in mind she will 
gain the confidence of her patients. Nothing seems to 
be more impressive to a patient than quiet, clean 
orderliness. The workman feels that “‘these people know 
what they are doing’’, the mother appreciates the neat 
cleanliness, and relaxes, the pain-ridden patient is soothed 
the strict orderliness. 


Worry—Apparent and Keal 


The nurse is also taught that habitual cheerfulness 
will do much to gain a patient’s confidence, while a 
sympathetic and real understanding of the patient’s 
physical condition and its associated problems will often 
shed light on some mental strain. An illustration of 
this point is Mr. W., who was a paraplegic, an average, 
well-bred, middle-aged man, whose home had been clean, 
happy and orderly. He was a garage owner and very 
well known in his community as a man of exemplary 
character and a Justice of the Peace. After his wife’s 
death he had reared his two youngest children by himself 
and relatives and friends felt that his family of five children 
were a credit to him. His children had organized them- 
selves so that he always had a visitor each visiting hour 
and was well and truly supplied with any small luxury 
that would make his stay in hospital easier. There was 
no economic strain involved as Mr. W. was in a very 
secure financial position. Each of his daughters was 
married and the two sons were energetically carrying on 
their father’s business. 

But Mr. W.’s progress was non-existent. He would 
not eat and was extremely reluctant to do arm exercises 
with his physiotherapist. As is the case with all para- 
plegics, he was incontinent, and all efforts to regulate 
his bladder had met with failure. He had had tidal 
drainage for three weeks with no response and a similar 
method of four-hourly releasing of an indwelling catheter 
also had had no effect. His pressure areas were treated 
two-hourly. 

Once, when my senior nurse and I were turning him, 
his catheter had been removed for the routine of third 
daily changing. As we rolled him on to his side, he 
involuntarily voided into the bed. The patient was 
extremely distressed and finally burst into uncontrollable 
sobbing, profusely apologizing but claiming that he had 
become ‘inhuman’ and that he could never live with 
such a curse. My senior nurse calmly explained to him 
that his bladder, perhaps uncontrollable, was still able 
to be dealt with, and told him about the uses of penile 
clamps. Mr. W. was interested and began to question 
the nurse more closely about the clamp. When the 
doctor came the nurse reported the incident to him and 
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he and Mr. W. discussed the problem more fully. Once 
Mr. W. realized that we still had a card up our sleeve he 
began to amaze his long-suffering physiotherapist by 
taking a great interest in walking irons for paraplegics. 

Here was a man whose slow progress and lack of 
spirit had baffled his children and friends and it seemed 
he was slowly willing himself to death. It was not apparent 
that he even realized that he was incontinent, least of all 
worried about it. The obvious reason for his giving up 
appeared to be his paralysis. But to Mr. W. the problem 
of his paralysis was secondary to his incontinence. It 
was his deep embarrassment and seemingly lost social 
status that had undermined his usual strength of character. 

If the senior nurse had not been able to remember 
and explain the solutions which assist a paraplegic to 
take his place in society, Mr. W.’s worry may never have 
been eased. In this instance all the sympathetic, soothing 
words in the world would not have been of any value to 
this patient. He needed sound practical knowledge. 

Often it is unbelievably baffling to know just how 
to assist an unhappy patient. Sometimes just by a little 
discreet questioning or careful listening we suddenly have 
an approach and invariably the patient’s worry is linked 
_ with his social background. 


Mothers and Fathers in Hospital 


It seems that the happiest and most progressive 
patients in hospital are those linked by close, loving, 
family ties. The fathers, on the whole, are quite good 
patients. They tend to worry a great deal, especially if 
in hospital for a long time. They are very anxious to 
secure their medical certificates so that the family income 
is not interfered with in any way. A strange fact is that 
fathers seem to miss their families more than mothers and 
never become used to the idea of being away from home. 
They are usually very critical about hospital food and 
eat peckishly but wait expectantly for visiting hours. Yet 
they are very eager to get well and will give the fullest 
co-operation to their nurses and doctors. They are re- 
warded by good, sure, steady progress. 

The father with a poor prognosis seems to feel that 
however short his life span may be he has something to 
live for in his wife and children and that it is worth making 
the extra effort to be with them for as long as possible. 
On the other hand, the family-loving father may recoil 
into a shell of unhappiness thinking only that he is a 
_ physical wreck, incapable of protecting and supporting 
his family. He may become moody and unco-operative 
and refuse to see his family. This is a grave sign, and he 
presents a difficult problem. Often he successfully insults 
the therapists and almoners who come to help him. His 
progress will come to a complete standstill; his condition 
may deteriorate very rapidly and little can be done for 
him. Usually the people who assist this type of patient 
most are the honorary doctors. 

Mothers may suffer spasmodic attacks of home- 
sickness but on the whole they are not continually 
anxious as the fathers seem to be. Their progress is sure 
and steady. They seem to accept their hospitalization 

with a quiet resignation and are willing and co-operative. 
Instead of being critical they seem to be curious about 
ward routine. After a lengthy stay in hospital some may 
become unhappy in a depressed sort of way and lose 
interest in themselves. Once a woman neglects to apply 
her lipstick and curl her hair, it is a sure sign of lack of 
interest and restlessness. Occupational therapy is es- 

pecially beneficial in these cases. 
It is particularly striking to notice the contrast 
between a group of mothers and a group of fathers. The 
mothers all collect together and boast about their children, 
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their illness and their latest method of making vegetable 
soup, whereas the fathers pool all their miseries about 
losing money at work, how long they have been absent 
from their job and whether or not their position is being 
kept open for them. 


Children in Hospital 


In the children’s ward an only child will find himself 
in very strange surroundings with only short, bewildering 
visits from his loved ones. He is usually fearful and 
nervous which produces rather an unco-operative reaction. 
He often does not settle down for several days, during 
which time he may be fretful and only pick at his food . 
and sleep restlessly. The doings of the other children in 
the ward seem to fascinate him and for some time he will 
only sit and watch them. He often needs a little extra 
petting at the initial stage but will gradually learn to 
mingle with the other children. 

The child who has come from a large family seems to 
make better progress. The strangeness of the hospital 
ward soon takes secondary place to the fascinating group 
of new children. Soon these children are either directing 
a movement of soldiers across the bedtable or being fired 
on by a space gun from the adjoining cot. The fact that 
they have to take their pills or have their wounds dressed 
is a trifling matter which must be hurried through so that 
play can be resumed. Their fears are fairly easily allayed 
by convincing them that plenty of other children have 
experienced these things. They can quickly identify 
themselves with other children, whereas the only child 
may have to be told some imaginative story. 

There does not seem to be any difference between 
the well-educated, well-to-do family members and the 
illiterate, poorer ones. Their reactions are the same, all 
want to be back home with their families just as soon as 
they can even though they are fairly happy and contented 
in hospital. 


The Single Patient 


In contrast to these members of the happy family 
group we have the single, older and independent person. 
These patients invariably have very severe anxiety and 
are radical egocentrics. They are dominating and most 
unco-operative and take some time to settle down to ward 
routine. They know all about their illness, how to treat 
it and usually feel much sicker than they really are. On 
gentle questioning the nurse often discovers that the main 
interest in these patients’ lives is their illness, and, although 
they would never for the world admit it, they are secretly 
very pleased that doctor has admitted them to hospital. 
They are quick to exaggerate and will demand and seek 
a great deal of attention. | 

Their progress and happiness is hampered because 
they are usually highly strung people who find it difficult 
to relax or to converse and mix with other people. They 
often have upsets with neighbouring patients and will 
take their first steps after bed rest under a storm of 
protest. Many are very lonely people who may flourish 
on the attention bestowed on them as a sick patient, 
others may feel that life is not worth fighting for. It 
takes all of the nurse’s patience and understanding to 
give this type of patient the necessary individual interest 
and attention. 

Those to whom people come for help—doctors, 
solicitors, teachers, district nurses, welfare advisers— 
react similarly to hospitalization. They are subdued, 
seem slightly shocked on admission, and although they 
are comparatively co-operative, are very hesitant and 
easily discouraged. If it seems unlikely that they will be 
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able to continue in their profession they will very often 
refuse to co-operate and declare that they have no further 
- desire to live; they are not stimulated or cheered by their 
visiting friends. The root of their trouble seems to be 
pride; they feel that they have failed and that work in 
any other field but that for which they have been trained 
and have chosen to do is useless. 

These patients often have to be re-admitted after 
discharge. In some diseases, of course, this is expected, 
but in others we know that it could have been avoided. 

Patients whose community standing is insecure, the 
maimed, the spastic, the epileptic, react similarly to the 
very poor patients. For them the hospital ward is a 
sanctuary wl ere their disability is not of any particular 
importance :ially. They too are hypersensitive and are 
extremely unl ippy to leave hospital and the nurse needs 
to have a great deal of understanding before she can 
encourage her patient to face life cheerfully and bravely. 


The Rich and the Poor | 


The third factor in social background is the patient's 
financial position which has an indirect effect on the 
patient’s happiness in hospital. Social benefits in New 
South Wales are a great help; most people belong to 
insurance schemes which pay for most of their medical 
treatments. But the continued living within a certain 
income has a preliminary effect on a person which is 
very noticeable in the hospital ward. Those whose 
hospitalization incurs financial strain are anxious. They 
need special supervision and care because they are usually 
undernourished and not always particular about personal 
hygiene. On rare occasions we have the poorer patients 
who deeply resent their hospitalization because of the 
expense it incurs and the close association with people 
better off than themselves. 

Others are quite unaccustomed to individual care 
and attention and are not sure what is expected of them; 
some are shy and do not report their pains and discom- 
forts, others glory in their nurses and think of them as 
personal maids. Underneath their tyranny they are in a 
novel situation which keeps them active and interested. 
They will co-operate quite readily and their progress is 
actually unhampered. 

There does not seem to be any particular similarity 
about the reactions of the average ‘comfortably off’ 
patients, they are moderately happy in hospital and their 
progress is uneventful; but before discussing the wealthier 
patient I must mention that I have only nursed in public 
wards. There may be several wealthy patients who 
behaved quite differently from those I can vividly 
remember. In a big general hospital we can only assume 
a patient’s financial position by what he brings with him, 
by his visitors and sometimes by the way he speaks. My 
general impression is that wealth has a definite adverse 
effect on the patient’s progress and happiness in hospital. 

The wealthier patient usually has a superiority 
complex and quite often he is entitled to it. In these 
turbulent times he has afforded himself comfort and 
security on a luxury scale which takes him ‘above the 
crowd’. He is used to giving orders and questioning 
suggestions. He is cautious and distrustful. In hospital 
it seems that most of his reactions stem from resentment. 
The resident doctor and ward sister are in constant 
demand to answer innumerable questions. It is also 

_ typical of the wealthier patient to choose one particular 
' nurse and request that all treatment be carried out by her. 

All these reactions are understandable. The ex- 
tremely sick wealthy patient accepts hospital with an 
indignant resignation and sets up a continual stream of 
complaints. 


He becomes very critical as he regains 
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strength, and this is a sign of interest, which means 
progress. But the progress is always very, very slow. 

Extremely poor patients are often at an immediate 
disadvantage because of their physical condition; they 
often suffer from malnutrition—especially the aged people 
and the helpless alcoholic. Occasionally there may be a 
patient who has a neglected rash or ulcer which has 
caused a general toxaemia. 

Often these patients realize that they are receiving 
more care and attention than they have had for years. 
They are therefore not keen to make a quick recovery. 
When symptoms subside they will readily supply new 
ones. We had a case where a patient inserted his tooth- 
brush into his wound so that he could stay in hospital. 
They seem to be extremely sensitive and very quickly 
hurt and made unhappy. When the time for discharge 
approaches the nurse needs all her tact to promote 
interest in life. 

Having discussed family status, community standing 
and financial position, we are left with education and 
occupation. On the whole the happiest patient appears to 
be the less-educated labourer-type. Whether or not this 
observation is linked with the old maxim ‘ignorance is 
bliss’ is hard to say, but this type of patient is usually 
complacent, in good physical condition, and has a sense 
of well-being which seems to stem from a sense of security. 
His progress is well assured, though a lengthy hospitaliza- 
tion will breed a great deal of impatience. 3 

In contrast to the labourer we have the fairly well- 
educated clerical worker. Often this patient is very 
restless and insecure. Very few clerical jobs can be kept 
open, whereas a labourer feels that he can always find 
work. Most of the clerks feel that, however moderate 
their education may have been, they are not willing to 
take just any position. When admitted to hospital they 
may be introspective and depressed but are quickly 
cheered by visiting friends and relations. If they can be 
encouraged to persevere and be cheerful, then progress 
may be unhampered, but on the whole they are unhappy 
people and their progress is affected accordingly. 

Factory workers seem happily disposed people. They 
are used to working with a group and soon adjust them- 
selves to ward routine. They seem to be friendly and 
co-operative and naturally. make good progress. 


Conclusions 


Relieving a patient’s anxiety is a very difficult 
thing to do. We are dealing with something intangible 
and elusive. But by examining the patient’s social back- 
ground we have information which is definite—we have 
the soil in which his mental state has taken root. In 
nearly every case we can find a way in which the patient’s 
problems can be approached and solved. Thus by allevi- 
ating the patient’s anxiety we speed up his progress. In 
some dramatic instances we even save the patient’s life. 

At first the progress of the patient seems to be of 
importance only for the patient himself. But in actual 
fact the progress of each individual patient affects the 
whole economy of the hospital. It regulates the amount 
of drugs used, time, labour and bed space of the hospital. 

In conclusion it behoves us to remember that a 
patient’s life may depend on a happy hospitalization and 
this involves the student nurse. She is constantly 
with the patient. By a misunderstanding or lack of 
knowledge, a nurse’ may increase his worry instead of 
alleviating it; but by thinking about the patient’s social 
background and trying to anticipate his reactions, she 
may be able to encourage him to talk and think about the 
interesting things in his life, keeping him in a happy frame 
of mind and thereby assuring his progress in hospital. 
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Pages to Interest Younger Entrants to the Profession 


STUDENTS’ SPECIAL 


RS. Neville was old and bedridden. 
stroke, she was incontinent. 


asked after her. 


‘‘The nurse said she can’t understand why you didn’t get 
her into hospital ages ago’’, said the son, scowling. ‘‘She 
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They discuss thewr illnesses over tea and buns: 
what auntie thought; what the doctor said ... 


said she’d no business to have been at 
home in that state’’. 

Probably that wasn’t quite what the 
nurse did say, but it was the impression she 
gave, and it left the doctor fuming with 
wrath and condemning all nurses to the 
bottomless pit! 

It is a commonplace to hear dear ladies 
discussing their illnesses over tea and buns. 
What auntie thought, what the doctor said, 
the remarks of the district nurse, the 
advice of the chemist or the chiropodist 
and finally, to clinch the argument: ‘‘But 
none of them were right. When we got her 
to hospital, they told us the truth... .’’ 

It doesn’t matter if ‘the hospital’ was a 
medical student or a student nurse. The 
hospital said it, so it is so. 


How Gossip Starts 


Everyone of us who serves in a hospital 
Carries the enormous prestige of the famous 
institution in which she works. Your 
patients are not trusting their health and 
their lives to you personally, but to St. 
Aldgate’s or St. Miniver’s which has stood 
there like a rock and served the community 
generation after generation. Your words, 
to many people, are those of an oracle, so 


always bear that in mind and be very very 
careful of the incautious remark, so easily 


She had had a 
Her family’s ideas on 

nursing were primitive in the extreme, and her doctor 
wished to goodness she was in hospital. But this sort of case 
is all too common, and beds for chronics are rare. He rang up 
hospitals, he badgered welfare officers, and the months went 
by till, finally, one day there was a bed and, to his great 
relief, off she went. A day or two later he met her son and 


Hospital. 


misinterpreted by your 
patient. 

A patient is admitted 
with a bedsore and, rather 
shocked at a thing you 


yourself would never 
permit, you murmur: 
Yy “‘Fancy leaving her back 
Y 

like that! It never 
a occurs to you that for 


months afterwards some 
inoffensive district nurse, 
working under great diffi- 
culties, will be damned 
all round the local tea- 
shops. 

A man has some accident and an 
apparently minor injury. His doctor dresses 
it and tells him to return next day, meaning 
to get an X-ray done later on. The man 
doesn’t come back but, weeks later, finding 
some disability, goes off to a hospital and 
is told: ‘‘I can’t think why your doctor 
didn’t get that X-rayed’’. 

A woman is admitted as an emergency 
because she had a bad pain in the night, 
and might have had perhaps appendicitis 
or renal colic. It turns out to have been the 
lobster she ate for supper and, next morning, 
feeling well again, she is greeted with: ‘‘I 
don’t know what you came in here for. 
We have enough to do looking after people 
who are ill!’’ 

Another woman brings with her the 
tablets her doctor has been prescribing, and 
a nurse, trying to keep her locker tidy, says: 
‘“Whatever did you bring all this rubbish 
with you for?”’ 

Things like this are so easily said. To the 
speaker they are quite casual remarks, 
meaning no slight on anyone at all. But 
to the patient they carry enormous 
authority. The doctor who didn’t order the 
X-ray may be sued for damages. The 
patient who ate the lobster will feel her 
doctor should have given her medicine and 
not made so much fuss and put her to so 
much inconvenience. The one with the 
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‘Whatever did you bring 
all this rubbish with you 
for?’’ exclaims the busy 
nurse. 


INCAUTIOUS WORD 


tablets is now certain she has been 
having the wrong treatment for 
years. This may sound perfect 
nonsense, but I can assure you it is 
continually happening, and not 
only to patients with low intelli- 
gence quotients either. 

There is another sort of incautious 
remark which does not throw any 
slight on anyone outside, but which 
does put the wind up the patient. 

‘‘Why have I got to have a chest 
X-ray, nurse?’’ ‘‘Oh, they’re making sure 
if you have a growth on the lung,”’ is the 
reply. Even if the report is negative, he 
goes on worrying—because obviously they 
must have suspected something of the sort, 
and of course, it may not have shown on 
the X-ray. That same patient will haunt 
X-ray departments for years after, with 
the same fear at the back of his mind. 

‘‘What are these injections for nurse?’’ 
‘‘Oh, they’re to get your blood pressure 
down, dear.’’ This may be the first hint 
the patient has had that her blood pressure 
is raised. Many doctors keep this informa- 
tion from their patients, because they tend 
to get neurotic about it. In future, every 
time this patient feels a bit giddy, she will 
retire to bed with ‘an attack of blood 
pressure’. 

When washing a patient you notice a full 
neck and say: ‘‘You’ve got a bit of a goitre, 
haven’t you?’’ It may be a perfectly 
innocent goitre, but the patient knows a 
woman with advanced Graves’ disease. 
Now, she’s going to have that! 

Then there are some words, like ‘heart 
failure’, ‘disseminated’, ‘early arthritis’, 
which will convey to some patients that all 
is up with them and they might as well go 
and put their heads in the gas oven. 
Sometimes they do. 

Does all this appear rather alarming? 
Have you got to put a guard on your tongue 
the whole time for fear some patient will 
misunderstand what you say? Yes, I’m 
afraid you have. Sick people are very 
introspective. All that matters for the 
moment is their illness and everything 
which is said or done relates to that. They 
do not understand what things matter and 
what do not. To them everything matters, 
enormously. Nurse is the only person they 
can talk to, and nurse knows all the 
answers. 

But it isn’t really as difficult as all that, 
and with a little concentration you will 
soon form a habit of mot saying the wrong 
thing. 
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Mud for Health and Beauty 


AT ROTORUA, N.Z. 
By A. Kenwell, S.R.N. 


ISITING New Zealand recently, I went to see Rotorua in the 

North Island. It is situated on the south western shores of lovely 
Lake Rotorua and is the main centre of the celebrated thermal 
region, which provides sightseeing, recreation and sport in a novel 
environment and also a Spa of international repute. 

Rotorua is 925 ft. above sea level and the climate is mild and 
sunny in summer and bracing in winter. The entire district seemed 
in a state of activity and includes the largest volcanic mud pool in 
the world. The mud is spasmodic and sometimes violent eruptions 
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Above: a Maori guide bestde one of the largest hot- 
water geysers in the Rotorua thermal spring area. 


occur. Through years of churning and sifting of 
the mud by steam it is refined to the last degree of 
purity. In this state it is used for medical treatment 
and also for beauty culture. 

The natural hot water is used for domestic 
P ses and often cooks the Maori households’ 
food! The food is placed in a bag made of flax and 
lowered into a boiling geyser. 


Above: {tourists watch I walked through the beautiful and extensive 


two Maori girls at the 

Dragon’s Mouth geyser 

which ‘plays’ regularly 
every 20 minutes. 


gardens surrounding the Spa which were a mass of 
colourful flowers and flowering shrubs and at the 
entrance I was met by a charming secretary who 
conducted me around the impressive building. 
I found it a very pleasant place with its comfortable 
chairs and couches upholstered in modern design 
and the wall paintings so bright and colourful in 


Left: the Ward Baths in shades of pale pink, mushroom and apricot. 

the beautiful grounds of The mineral waters are divided into two main 

theSanatorium, Rotorwa’s groups, the alkaline and the acid. The Spa is 
Spa treatment centre. 


equipped with every modern facility and health 

seekers were there from many parts of the world. 

Many patients were having treatment, some invalids, 
others not so sick, enjoying their cures. The children 
loved their mud baths to music, and rolling, bouncing and 
patting the mud on their bodies. The newcomers were 
not quite so happy at the sight of the mud, but the nurses 
assured me that once they had been introduced to its 
ways and told that it would easily wash off again, they 
settled down happily. 

The treatment in the beauty culture department is 
carried out in a pleasant and happy atmosphere with 
lots of flowering plants and blooms here and there. The 
refined mud at a temperature of blood heat is skilfully 
applied to the face and neck, arms and hands, for about 
twenty minutes, followed by exercises and massage. 
Finally cosmetics are applied and the client departs in a 
happy mood, feeling and looking much better. 

In the grounds of the Spa there is a large swimming 
pool for adults and a smaller one for children, with a 
verandah café where refreshments are served. 

The extraordinary steam vents and geysers were 
also active in the grounds, some among shrubs and 
rockery. As I walked back through the gardens to 
the “‘White House’’ nearby where I spent many happy 
weeks, I wondered if these little vents would ever cease 
murmuring and hissing steam to the bright blue sky. 


The Government Sanatorium (left) is a 
delightful building set in most beautiful 
surroundings. 
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PART 3 MIDWIFERY 
—Personally Speaking 


N 1945, when I was acquiring my mid- 

wifery qualifications, my fiancé returned 
after six years’ continuous absence abroad. 
The war was still on, so we married hurriedly, 
he went abroad again and I returned to my 
interrupted training. 

When the time came, six months later, 
for my delayed attempt on Part 1 mid- 
wifery, I had some difficulty in getting my 
uniform to meet over my embonpoint. The 
examining doctor looked at my expanded 
figure and then at my wedding ring, and 
murmured kindly: ‘‘I’m sure, nurse, you 
could tell me all about the symptoms of 
pregnancy?’’ I could and I did—even about 
the unpleasanter symptoms which I’ve 
always had the fortune to avoid—and 
achieved the desired qualification. 

Since then, I’ve been too busy collecting 
strictly personal midwifery experience to 
have had any time for getting Part 2. So 
I hope my fully qualified and widely 
experienced ex-colleagues will not resent 
some comments from the heart of one who 


has had an experience of Part 3—five full- 


terms to date. 

Before continuing my enthralling ob- 
stetrical autobiography, there are one or 
two things I would mention which worried 
me in my training days, and which cannot 
be condemned as peculiar to the world- 
famous hospital where I took Part 1, as 
friends who learned their midwifery else- 
where found just the same. 

They are complaints with which I have 
frequently been assailed also by ‘lay’ friends 
who have had to have babies in hospital, 
and have vowed: ‘‘ Never again!’’ Of course, 
to non-nurse friends I have always managed 
to produce some sort of defence against these 
attacks, but sometimes only with extreme 
difficulty. 

The most general of these is the utter 
exhaustingness of having a baby in hospital, 
and this is not the place to deal with possible 
reforms—and they are possible—of routine, 
which makes the day and much of the night 
an almost ceaseless round of activity. 
‘Breasts’, feeding, meals, bedpans, swab- 
bings, dressings, ward rounds, bed-making 
and so on from hideously early in the morn- 


ing until well into the far from soundless 


night, leave many women far more weary 
then they would have been after a few weeks 
in hospital for major surgery. 


Lack of Personal Care . 


That is a fairly frequent indictment of 
hospital life in general, but a grievance more 
personal to women in labour and particu- 
larly to the young mother having her first 
baby—especially if she has all the added 
griefs and anxieties of being an unmarried 
mother -- is lack of personal care and com- 
fort throughout those anxious and frighten- 
ing hours. 

With off duty, meals and lectures, it is 
not always possible to have the ideal arrange- 
ment of the patient being welcomed and 
‘prepared’—a very nasty business to even a 
Case-hardened mother— by the same nurse 
who stays with her till she finally hands over 
the treshly-washed ‘baby. 
- But how often the patient is left alone for 
hours at a time to ‘get on with ‘it’ in mount- 


ing alarm. Bells ring, doors whisk open and 
shut, screams and other noises off add to the 
panic; from time to time, a nurse hurtles in, 
‘discourteously unveils the monstroustummy, 
and either palpates it—an uncomfortable 
performance at best—or, with one hand 
clamped down on it while a pain is in pro- 
gress, studies her watch and, muttering 
something completely false-sounding to the 
anxious mother about a ‘“‘lovely pain’, 
hurtles out again. 

In the last-minute packing, many mothers 
omit to put in anything to knit or read and 
nothing is provided in most labour wards to 
take their minds off the dreariness of stage 
one, except a blank white ceiling to gaze at. 
It is always assumed that the patient has 
been briefed at the antenatal clinic about 
the course of labour and what to expect, and 
how best to contribute to her own delivery. 
But it makes a world of difference to the 
patient to have it all kindly re-explained and 
to be told just what is ‘lovely’ about the 
cataclysmic agony of her crescendo-ing 


But, before I get too heated, I had better 
return from general theory to private ex- 
perience, and my own reactions to Part 3. 


Inefficient ',Analgesia 


Number one was born in an Edinburgh 
nursing home, because I was then on my 
own in digs, awaiting my husband’s return 
for demobilization. Being so recently 
qualified, I was very hot on ‘management 
of labour’ which I interpreted as having two 
baddies who'd trained with me on the staff 
of the nursing home. The only slip-up was 
that I chose such a hectic night for the job 


- that I never got my post-partum cup of tea, 


which I consider a far more important part 
of the performance than many other more 
ighly thought-of professional manoeuvres. 
flatly refuse to believe the story that, 
when the mask was about to be laid over my 
nose for the last-minute ‘whiff of chloro- 
form’, I hurled it across the theatre with a 
roar of: ‘‘The——stuff’s too late now!”’ 
Actually what happened—I was there and 
I showd know—was that I said, most 
courteously: “‘Thank you, doctor, but, 
having got this tar under my own steam, I 
preie: to tinish the job in a state of complete 
consciousness.’ Or words to that eftect. 
With number two, I had gas and air, 
which didn’t help in the ieast—I think the 
cylinder was empty. Though number three 
weighed 12 pounds, he was much the easiest ; 
the gas and air worked wonderfully and I 
kept muttering during the two-and-a-half 
hours of this journey: “‘I’m improving with 
practicel’’ But number four—an empty 
cylinder again, and number five—midwife 
unable to find key of clinic room where the 
apparatus was kept—were unpleasant ex- 
periences, particularly as number five was 
ss by a rather terrifying ante-partum 
rrhage 


All, except number two, were born in 
Scotland and, though I took my Part 1 
there, I do find a ‘tougher’ attitude to 
ia than in England. It is rarel 
offered and, if a cowardly patient like m 
begs for it, she is rather made to feel that 
she’s a bit of a softy; and there’s a fifty-fifty 
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chance that, even if she does get what she 
asks for, very little trouble will be taken to 
see that she gets all possible benefit from it. 
I speak under the craven anonymity of a 
nom-de-plume I know, but I have had a 
different midwife each time and I do find 
my experiences are paralleled by those of 
ms friends, many of them also ex-nurses. 
e all knew what we were in for when going 
into labour; we knew, in most cases, that we 
might expect a completely straightforward 
performance, and that everything was quite 
normal; and yet we none of us exactly 
enjoyed ourselves, to put it mildly; and all 
would have been deeply grateful for efficient 
analgesia, sympathetically administered. 
I’m sure a lot of midwives who marry and 
reach Part 3 change their minds about their 
attitude to the use of anaesthetics in labour. 
However normal and natural childbirth is, 
and however much sentimental batchelors 


'May write about the beauties of motherhood, 


the fact remains that, when their time comes, 
most mothers are just plain scared, not 
only of the pain, but of losing control of 
themselves audibly, especially when there 
are other children in the house. I don’t 
believe any woman goes through any birth 
quite free from fear of death, and it doesn’t 
add to her peace of mind when she feels 
she’s also in danger of losing her self-control 
and self-respect. 


An Individual Performance 


In training and in practice, the average 
birth is normal and the average midwife has 
many more babies than any mother could 
hope or fear to have. The midwife having 
perhaps ‘had’ three babies that day, all after 
normal labour, may be inclined to forget 
that each baby is the first for at least nine 
months that each mother has had, and to 
each mother the performance is not a bit 
normal. 

Just to know that analgesic aid was avail- 
able and would be gladly given on request 
would very often be enough. Out of sheer 
human cussedness, many mothers would 
probably proudly adopt an ‘all my own 
work’ attitude. I would myself. 

Para 5. 


The Shadow of Hiroshima 


ge -- original version of the Japanese film 
Sitll it 1s Good to Live has been brought 
to this country and re-edited with a com- 
mentary in English. 

The restraint of the presentation and 
absence of over-emphasis makes the film a 
tragic documentary, showing the devastated 
city and individuals suffering from the 
after-effects of the atomic bombing— 
leukaemia, disfigurement from burns or 
injuries, blindness. Plastic surgery has 
helped some; others, ostracized because of 
their disfigurement or known to be suffering 
from leukaemia have committed suicide or 
have found refuge and courage, as in the 
case of a nurse seen working in a blind 
school and orphanage. 

The film reters to the conference in 
Hiroshima in 1955 to commemorate the 
10th anniversary of the bombing, which 
was attended by 3,000 delegates from Japan 
and 14 other countries, and seeks to increase 
public opposition against the continuation 
of H-bomb tests and to prevent the grim 
realization of the horrors of nuclear weapons 
from fading in the public conscience. The 
new version of the film is available for show- 
ing at meetings or conferences, from 
Contemporary Films Ltd., 14, Soho Square, 
London, W.1!, under the title The Shadow 
of Hiroshima, The 16 mm. film (22 minutes 
running time) can be hired for 30s. and 
copies are available for sale. 
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Royal Commission on Mental Iliness and Mental Deficiency: Asian influenza; 

Effects of minor illness on unborn child; G.N.C. inspections; S.R.N.’s midwifery 

course pay; Money spent on preventive research; Tvanquillisers; B.R.C.S. scholar- 
ship; Smallpox; Accommodation for voluntary menial patients. 


R. Dodds (Erith and Crayford) asked 
Meike Minister of Health on July 22, in 
view of the recommendations by the Royal 
Commission on Mental Illness and Mental 
Deficiency that would, if adopted, result 
in a large number of patients being returned 
to the community, what consideration was 
being given to increasing the facilities for 
training the patients for the rehabilitation 
period. He also asked, in view of the 
recommendations by the same’ Royal 
Commission, what action the Minister 
proposed to take to see that patients in 
mental institutions received better treat- 
ment than was now the case and also to 
curb the present tendency to certify, and 
so reduce the risks of wrongful detention 
while new legislation was being introduced. 

Mr. Vaughan-Morgan, Parliamentary 
Secretary, who replied, stated.—I am 
studying the many recommendations made 
in this report, and the views expressed in 
the recent debate in this House. In par- 
ticular, I am considering what can be done 
by administrative means in advance of 
legislation. 

Mr. Dodds.—While appreciating that 
time must be spent on these important 
matters, when does he hope to have this 
business completed? 

Vaughan-Morgan.—_[ know Mr. 
Dodds’s eagerness for action, and I can 
assure him that we are just as eager as 
soon as action is feasible. We have asked 
local authorities and the professional bodies 
for their views by the end of September, 
which is not an unreasonable length of time 
in view of the complexity of the report. 
I do not think I could give therefore a 
definite phased programme yet. There are 
certain matters which can be done without 
legislation, and I am looking into all others 
as far as I can to see what steps we can take 
immediately, but there are several snags. 

Dr. Edith Summerskill (Warrington).— 
Could the Parliamentary Secretary satisfy 
the general public and certain sections of 
the press by telling them whether the 
ae of the population of mental 

ospitals who complain of wrongful deten- 
tion is significant or not? 

Mr. Vaughan-Morgan.—I should say the 
answer is ‘not’. I am grateful to Dr. 
Summerskill for that question. 


Mr. Snow (Lichfield and Tamworth) 
asked for a statement about the new oriental 
influenza epidemic. 

Mr. Vaughan-Morgan.—There have been 
no developments since my answers to 
questions on this subject on July 1, except 
that laboratory confirmation has now been 
obtained that persons suffering from the 
Asian type of influenza have arrived in this 
country. There ‘is, however, at present no 
sign of any material spread of the infection. 

Mr. Snow.—Bearing in mind that resis- 
tance to this of infection tends to 


decrease from the end of September, has 
the Parliamentary Secretary examined the 
records of his department about the state 
of public morale in 1917 at the time of the 
last influenza epidemic and whether any 
lessons can be learned from those records? 
Will he also consider issuing some sort of 


statement to the public to allay anxiety? 

Mr. Vaughan-Morgan.—I hope my an- 
swer will be noted and allay any anxiety 
that may arise. All the evidence so far is 
that this epidemic is and will be of a mild 
nature here. 


Mr. Sydney Irving (Dartford) asked what 
advice the Minister had received from the 
Medical Research Council on the effects 
of minor illnesses of expectant mothers on 
the growing unborn child and, in particular, 
on the danger of the birth to a woman 
catching German measles in the first three 
months of pregnancy of a baby born with 
a congenital malformation. 

Mr. Vaughan-Morgan.—Research into 
these matters is in progress but has not 
yet reached a stage when the Medical 
Research Council are able to advise me. 

Mr. Vaughan-Morgan also stated that 
guidance on the wisdom of young girls 
being infected early with the disease would 
be considered when the necessary report 
was available and, in answer to Dr. Summer- 
skill, that on balance the arguments were 
against registering German measles. 


Mrs. Harriet Slater (Stoke-on-Trent, 
North) asked to whom the General Nursing 
Council’s inspectors reported if adverse 
conditions were found relating to accom- 
modation for nurses; and what steps were 
taken to see that defects were remedied. 

Mr. Vaughan-Morgan.—The inspectors 
report to the council, who bring any adverse 
criticisms to the notice of the hospital 
authorities concerned. 

Mrs. Slater.—Does the Minister realize 
that there are very many cases of inspec- 
tions being made at which adverse reports 
obviously would result and then for a long 
time nothing is done? What pressure can 
be brought on hospital management com- 
mittees to see that such adverse conditions 
are remedied in the interests of recruitment? 

Mr. Vaughan-Morgan.—I suggest Mrs. 
Slater puts down a question on cases she 
has in mind. 


Mrs. Slater also asked why a nurse who 
had her State-registered nurse qualification 
but then went on to do her midwifery course 
must return to student’s pay. 

Mr. Vaughan-Morgan.—This is in accord- 
ance with the agreements of the Nurses and 
Midwives Whitley Council. 

Mrs. Slater.—Could not this be looked 
at again, because large numbers of nurses 
who are anxious to take a midwifery course 
are reluctant to do so in view of the high 
cost of living, because they have to go 
back on students’ pay? In view of the 
shortage of midwives and facilities for 
midwifery training is it not advisable that 
a review should be undertaken? — 

Mr. Vaughan-Morgan.—The training 
allowances are fixed by the Nurses and 
Midwives Whitley Council, and it is not a 
matter in which the Minister can intervene. 
There is, of course, a small differentiation— 
extra pay—for those already qualified. I 
should also point out that the arrangements 
do not deter registered nurses taking mid- 
wifery courses. The numbers coming 
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forward are quite enough to meet the needs 
of the midwifery profession, but the 
numbers going on to practise after qualifi- 
cation are not sufficient. 


Mr. Awbery (Bristol, Central) asked 
what percentage of the money spent on 
our health services was expended on 
preventive research work, and whether it 
was considered sufficient. 

Mr. Vaughan-Morgan.—Expenditure by 
the Medical Research Council is the equiva- 
lent of about 4 per cent. of the Exchequer 
cost of the National Health Service. Much 
of this expenditure relates immediately 
to prevention and most medical research 
has that ultimate aim. 


Mr. Blenkinsop (Newcastle upon Tyne, 
East) asked the Minister whether he would 
seek tne advice of the Central Health 
Services Advisory Council on the dangers 
attaching to the indiscriminate use of 
tranquillisers. : 

Mr. Vaughan-Morgan.—I am continuing 
to study the position but I do not think 
that further advice is required at present. 


Mr. Brockway (Eton and Slough) asked 
the Secretary of State for the Colonies if 
the Florence Nightingale Memorial British 
Red Cross Society scholarship awarded to 
nurses in Lusaka was open to nurses of all 
races on their merits; what was the salary 
paid to Miss Charity Munjoma, the staff 
nurse at Lusaka African Hospital who won 
this scholarship for 1957-58; and what 
salary was paid to European nurses in the 
same grade. 

Mr. Lennox-Boyd.—The National Flor- 
ence Nightingale Memorial Committee 
scholarship awarded by the British Red 
Cross Society in the United Kingdom is open 
to locally domiciled nurses from any colonial 
territory irrespective of race. Miss Mun- 
joma’s salary is £328 per annum on the 
scale £247-390; the equivalent European 
salary scale is {660-696 x 32—792 x 36—864 
(promotion bar) x 36—1,008. | 


Mrs. McLaughlin (Belfast, West) asked 
the Minister of Health on July 29 how many 
cases of smallpox had been notified during 
the first six months of this year. 

Mr. Vaughan-Morgan stated.—Two cases 
were notified in the 26 weeks to June 29, 
1957. 

Mrs. McLaughlin also asked if in view of 
the recent outbreak in London, the Minister 
would consider making vaccination com- 
pulsory. 

Mr. Vaughan-Morgan.—This would re- 
quire legislation. Experience of compulsory 
vaccination before 1948 does not suggest 
that a higher proportion of the population 
would be protected than under the current 
voluntary arrangements. 


Mr. Awbery (Bristol, Central) asked what 
action was being taken to provide hospital 
accommodation for voluntary mental 
patients who might require observation or 
supervision for only a short period; and, 


in view of the shortage of beds for such | 


cases in most regions, if the Minister would 
take steps to deal with this problem 
nationally as distinct and separate from 
that of chronic cases. 

Mr. Vaughan-Morgan.—Up to March 
1957 the programmes of the regional 
hospital boards had provided for 3,800 new 
mental hospital beds. The special ‘mental 
million’ programme provided for 1,900 and 
the current major schemes ogramme 
provides so far for a further 1,600. These 
programmes have enabled the mental 
hospitals to make substantial improvements 
in their arrangements for treating short- 
stay cases. In addition there are now more 
than 3,000 beds for short-stay psychiatric 
cases in general and neurosis hospitals. 
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HERE and THEME 


MALE NURSE TUTORS 
MEET 

GENERAL meeting of the Tutors’ 

section of the Society of Registered Male 
Nurses was held at the Royal College of 
Nursing on July 13. The meeting welcomed 
the new chairman, Mr. J. Sayer, M.B.E. 
Reports from the regional secretaries and 
the national secretary were discussed. 

Arising from the reports was a resolution 
from the Edinburgh branch: ‘‘this branch 
considers that the large discrepancy between 
the maximum salary for matrons and chief 
male nurses, and the existing maximum for 
tutors, is too great, and further, we feel that 
the existing maximum for the latter is quite 
inadequate for the qualifications demanded. 
We feel that it is detrimental to the status of 
tutor, and that this matter should be brought 
to the notice of the Whitley Council forth- 
with.”’ 

A committee was formed to enable the 
section to keep in close contact with male 
tutors. It is intended to circulate a News 
Letter to members and all male tutors are 
urged to contact the National Section 
Secretary, E. J. Saltmarsh, at 14, Butts 
Road, Alton, Hants. 


QUEEN’S HOSPITAL . 
FESTIVAL, CROYDON 


IVING the address at the festival service 

of Queen’s Hospital, Croydon, on July 4, 
Dr. E. E. Claxton, assistant secretary of the 
British Medical Association, said that the 
National Health Service, and in particular 
the hospital service, was on trial, as indeed 
was our democratic way of life. A hospital 
had a special role in providing the solution: 


Above: QUEEN'S HOSPITAL, 

Croydon, festival. The mayor, Lady Davies, 

the mayoress and matron talking to a 
_ 94-year-old patient. 


it should be a place where men and women 
were remade, where true healing was found, 
where men met God and became different, 
where physical needs were met because the 
spiritual element and the atmosphere of love 
were predominant. 

The Queen’s Hospital had through its 
name a high standard set for it, said Dr. 
Claxton. ‘‘At Queen’s you are pioneering 
something new—the answer for prolonged 
and incapacitating conditions. Those who 
so suffer must not feel their opportunities 


_ into thousands’’. 


are over. Their illness and disability enable 
them to experience the caring of others and 
to give the example of selflessness needed 
by all.’’ 


CLA YBURY HOSPITAL FETE 


HE Friends of Claybury Hospital organ- 
ized another highly successful fete in 
the grounds of the hospital on June 22, in 
spite of the fact that the day was one of 
the very few colder days in the month. Mr. 
Christopher Mayhew opened the fete with a 
good-humoured speech to a very large 
gathering of local townspeople and hospital 
staff. Sideshows and stalls, selling goods 
made in the hospital and given by local 
tradespeople, did a brisk trade on the lawns. 
All the voluntary organizations seemed 
to have given a helping hand. Boy Scouts 
looked after a roulette stand, Red Cross and 
WVS workers were in charge of other stalls. 
Gymnastic and dancing displays and a 
skiffle group entertained outside, while in 
the hospital itself films were shown and a 
very busy tea-bar had plenty of customers. 
Mr. Alec Escott, chairman of the committee, 
writes. to tell us that approximately £900 
was made and that the attendance ‘‘ran 


IMPROVEMENTS AT 
ST. ALFEGE'’S 
T St. Alfege’s Hospital, Greenwich, big 
changes have been planned which will 
modernize the layout of the hospital, a 
former workhouse. The chairman of Green- 
wich and Deptford Hospital Management 
Committee, Mr. F. T. Wheen, announced the 
changes at the annual 
meeting of the committee 


Below: N.H.S.R. national 
winners—the team entered 
by Rochdale and District 
Hospital Management Com- 
mittee-with Mr. Vaughan- 
Morgan , Parliamentary Sec- 
retary, Ministry of Health 
(seated centre), and Dame 
Elizabeth Cockayne, one of 
the judges (left). The 
competition between mobile 
first aid units for the 
Minister of Health’s chal- 
lenge cup was held in Cardiff 
on July 20. The runners 
up were St. Tydfil’s Hos- 
pital, Merthyr Tydfil, last 
year's winners. - 


Right: C LA Y - 
BURY 
PITAL fete was 
opened by Mr. 
Christopher Mayhew. 


Below: off to _ the 
ROYAL GAR- 
DEN PART Y 
on July 24 from 
the Royal College of 
Midwives. Left to 
vight: Miss M. E. 
Atfield, tutor to the 
midwife teachers’ 
course; Miss L. C. 
White, superintendent 
of the district nurses 
home, Torquay, and 
Miss G. FPierpoint, 
from Stafford. 


at St. Alfege’s Hospital. 

Provision is being made for a new out- 
patient department, examination and wait- 
ing-rooms, operating theatres and a new 
maternity department. There is also a 
short-term scheme to reorganize the catering 
department at the hospital. It is planned to 
instal electric washing equipment and change 
the layout so that food does not have to be 
taken out into the open for delivery. 


TROLLEY TELEPHONE, 
BRISTOL 


TROLLEY telephone, the first for 

patients in any hospital of the South- 
Western Regional Hospital Board, has been 
donated to the Manor Park Hospital, Fish- 
ponds, Bristol, by the League of Friends of 
the hospital. The league paid for the wiring 
and for the trolley itself and are to pay the 
G.P.O. rentals. 
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’Miss’C. M. Courtenay who has also been an 


active ber within the Branch, :particu+ 


Occupational Health Section 


REVISION OF SALARY SCALES 


In view of the salary award recently 
announced for nurses employed in the 
National Health Service the Royal College 
of Nursing will be revising the salary scales 
for occupational health nurses published 
in the booklet Nursing Service to Industry 
and Commerce. 

Representation has been made on behalf 
of members employed in Government 
Departments, such as the Ministry of Supply, 
the Ministry of Labour and National 
Service, the General Post Office and the 
Admiralty, for the salary scales of nursing 
staff to be reviewed and brought into line 
with the increased salaries now being 
implemented in the National Health Service. 


Newcastle Group.—A meeting will be 
held in the recreation room at Carliol 
House, Newcastle upon Tyne, on Thursday, 
August 29, at 7.30 p.m., to discuss final 

reparations for the study day to be held 
fn Gatebet. All members are most cordially 
invited to attend. 

North Eastern Metropolitan Group.— 
The next meeting will be held at 153, East- 
ern Avenue, Ilford, on Tuesday, August 13, 
at 6.30 p.m. Tyvavel: Redbridge Station 
(Central Line), then up Eastern Avenue, 
left hand side past shops. 


Branch Notices 


Portsmouth Branch.—A_ bring-and-buy 
sale will be held on matron’s lawn at 
ueen Alexandra Hospital, Cosham, on 
ednesday, August 14, at 6 p.m. A general 
meeting will follow at 7.30 p.m. 

Redhill, Reigate and District Branch.— 
A general meeting will be held at the 
Redhill County Hospital, Earlswood Com- 
mon, Redhill, on Tuesday, September 3, 
at 8.30 p.m. 


ROYAL COLLEGE OF NURSING 
APPEAL 

for the Nation’s Fund for Nurses 

Many of you will be starting long- 
planned holidays. We send you our good 
wishes for a happy time and good weather. 
‘Will you please try and save something to 
help those who will have no holiday? We 
acknowledge with many the dona- 
tions received this week. 


Contributions for week ending —— 3 
s. 
F.G.S. In memory of Olive Tre 
Monthly 
| Total {£4 
E. F. 
Secretary, R Col f Nursing A the 
n are Cavendiab 


Nation's Fund for Nurses, la, 
Square, 


Dartford and North Kent Branch 


With the retirement of former Branch 
secretary Miss Kittie Hart the Branch has 
lost a founder member who has been 


untiring in her work for the College over the 


past 21 years; particularly within the Public 
ealth Section. Having retired recently 
from her position as health visitor and 
school nurse in Bexley, where she will be 
greatly’. missed by both 

Miss is retiring: Pe 


f and 
with endeared her to many. Her loss is a loss 

indeed to the nursing world. which can ill 
College of Nursing. 


larly in the Sister Tutor Section since 1955. 

Members presented them with a cheque 
towards gramophone records and wished 
them every happiness in their retirement, 
where they will no doubt continue to be 
active College members in the Truro 
Branch. | 


Student Nurses at Buckingham 


Palace Garden Party 


Man Y weeks of preparation and eager 
anticipation culminated in an afternoon 
full of new experiences and enjoyment on 
July 24, when four Central Representative 
Council members of the Student Nurses’ 
Association attended one of the royal 
garden parties at Buckingham Palace. We 


felt proud to represent the Association on 


this occasion. 

Although at times the weather was in 
some doubt we had only a few drops of rain 
and for much of the time the sun shone. 
Walking through part of the Palace and 
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Royal College 


RoyaL COLLEGE OF NURSING 
HEADQUARTERS, LONDON: 


Henrietta Place, Cavendish Sq., W.1 
EDINBURGH: 44, Heriot Row 
Breirast: 6, College Gardens 


down the steps to the lawns beyond we 
were held fascinated by the various styles 
and fashions represented. The gardens 
were alight with swirling colourful dresses 
and hats of various shapes and sizes—some 
7,000 people in all, and most of the men in 
tails and toppers. 

We were able to see most of the royal 
family at close quarters, and among the 
crowd were several members of Parliament, 
including Earl Attlee. In particular, 
Princess Margaret’s appearance impressed 
us; she was wearing powder blue nylon 
with a matching shady hat. 

This was an afternoon which we all knew 
we should never forget and we made the 
most of it. We left with many happy 
memories and vivid impres- 
sions. After all, we can’t 
visit Buckingham Palace 
everyday! 

R.A.L. 


Outside Buckingham Palace 
where they were guests at 
the Royal Garden Party on 
July 24 — four members 


Association Central, Repre- 
sentative Council (left to 
vight) Miss E. Lewis, Royal 
Belfast Hospital for Sick 
Children, Belfast; Miss A. 
H. Jarvis (vice-chair- 
man), Stracathro Hospital, 
Brechin; Miss R. A. Lucas 
(chairman), The Hospital 
for Sick Childven, Great 
Ormond Street; Miss M. 
Thomas, Cardiff Royal 
Infirmary. 


Obituary 


Miss M. S. Greed 

We learn with regret of the death of Mary 
Sidwell Greed, S.R.N., S.C.M., Q.N., H.V., at 
the early age of 35 years. Miss Greed became 
ill shortly after Christmas and died in Bridg- 
water Hospital on March 3. Her faith, calm- 
ness and serenity were with her to the end. 
She was greatly loved and is sadly missed on 
her district where she worked for eight years. 
Her gentle unassuming manner inspired con- 
fidence in all those with whom she came into 
contact. Her colleagues extend their deepest 
sympathy to her parents and family.. 


| Miss M. McBride . 
Many of her former pupils will have been 
distressed to learn of the sudden death this 
spring of Miss M. McBride, late principal 
tutor at Whipps Cross Hospital, Essex, since 
1944. A former student of Miss McBride’s 
writes: ‘‘from the awed deference of the new- 
comer, her students graduated through 
affection to devotion and respect . ... Her 
unceasing work for the good of her students, 
her hospital and her profession must have 


spare.a woman of her calibre.’’ 


- during her last weeks... 


Miss A. M. Wane 

We regret to announce the death of 
Alice Margaret Wane, aged 58 years. 
Miss Wane trained at the Royal Southern 
Hospital, Liverpool, 1919-23, and was 
theatre sister and later ward sister there 
during 20 years. She left to take up indus- 
trial nursing with Imperial Chemical 
Industries, Ltd., at their Rocksavage 
Works, Runcorn, retiring in 1955. Last 
a she was admitted as a patient to 
er training school, and she died there on 
July 13. 

A former colleague writes: ‘‘A funeral 
service was held in the hospital chapel, 
conducted by the Rev. G. T. Weston who 
paid tribute to the service Miss Wane 
had given as a nurse for'so many years. 
A large number of friends and colleagues 
attended; including representatives from 
Imperial Chemical Industries. Many 
former trainees will remember Sister Wane 
with affection. She had great courage and 
it was our privilege to have her as a patient 
She will be greatly 
missed by her~friends and colleagues.” 
Miss Wane was a member of the Royal 
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CHARNOS NYLONS 
LAST LONGER 


The UNIFORM ELEGANCE range 


Moonbeams ultra-fine sheer 

Honeymesh ladder proof Pin Point mesh 

Commonsense Medium weight nylons for daily wear 8/11 6/11 
‘ . No-run mesh nylons, cannot ladder 

Crepe Clouds semi-sheer, s-t-r-e-t-c-h 

Sturdies service-weight s-t-r-e-t-c-h 


Charnos! Every woman of fashion sighs at the name. 
And now, exclusively for nurses, come Charnos UNIFORM ELEGANCE. 
Same superb finish, same wonderful wearing qualities, 
exactly the same stocking as Charnos high fashion nylons. 
But much, much, cheaper. Just see them... feel them... try them... there’s 
never been anything like Charnos UNIFORM ELEGANCE for nurses before. 


Normal Price 
price to nurses 
10/11 7/6 

12/6 9/6 


11/6 8/6 
14/11 11/6 
16/11 12/11 


From Charnos stockists only 


Luxury black nylons for nurses 


CAMP THOMAS COLLAR 


Ss. H. CAMP & COMPANY LTD. 19 HANOVER SQUARE, LONDON, W.I 


MODEL C. 


T ange collar is the Camp 
e. It is an effective and ap a eae 


treatment of cervi 

such as 

injuries, etc. 
Non-toxic washable plastic forms the rigid supporting base 

of this easy-to-use and is oes covered foam 

adjusted, fitted with and sliding buckle 
us 


In three sizes and two depths to cach size. Take actual neck 
circumf. 


erence to determine size as f 


SMALL oe ee 
EDIUM ee in.-15 in. 
RGE .. 1§$in.-17#in. 


Depths of 4in. and 4tin. to each size. - 
Further and literature available from Medical Liaison 
_ Department on request 


‘MAYfair . 8575 (4 lines) 


FWS 1370 


The medical reasons 


for taking Bovril 


Bovril is far more than a 
pleasantly-flavoured drink. Its 
unique mixture of meat extract, 
hydrolysed beef, whole lean 
beef, beef stock and yeast ex- 
tract make it a highly nutritious 
food from the point of view of 
vitamins and minerals, as well as 
protein. 

* * 
1.Vitamins of the B- complex. Two 
cups of Bovril supply 40% of 
the daily requirement of the 
normal adult for vitamin B, 
(riboflavin) and 40% of the 
nicotinic acid (vitamin PP). 

2. Hematinic Factors. Of all the 
factors required for blood 
formation only three are likely 
to be limited in the diet—iron, 
vitamin B,, and folic acid. All 
are present in Bovril. Two cups 


of Bovril will supply 70% of” 


the adult’s daily requirement of 
vitamin B,, (cyanocobalamin), 
20-40% of the folic acid and 
20 % of the iron. 

3. Potassium. Bovril is one of 
the richest dietary sources of 
potassium. 


- 4. Gastric Secretion. The unique 


mixture that is Bovril is the most 
powerful known stimulant of 
gastric secretion—even more 
powerful than meat extract it- 
self. It 1s, therefore, particularly 
useful for elderly patients and 
convalescents. 

5. Appetite. A major factor in 
the rapid recovery from serious 
illness or major surgery is a 
good intake of protein foods. 
Poor appetite can delay re- 
covery. Bovril is a great help in 
promoting good appetite while 
stimulating gastric secretion. 


Write to Bovril Ltd., for a copy of the 
latest medical Folder and the booklet 


‘Vitamins of the B Complex’. 


BOVRIL LIMITED 


OLD. STREET, LONDON, E.C.1. 
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Area Organizers and Branch Secretaries 


t cm list of addresses of Royal College of Nursing Area Organizers and Branch Secretaries is published 
once a year. Any transferred members or State-registered nurses in the area who are interested in 
becoming members are invited to make themselves known to the Branch secretary as soon as possible. 

Notices and reports of any Branch or Section activity are published, free of charge, in the Nursing 


Times. 


To ensure early publication they should be received by the Editor on the Friday of the week 


before publication, but late notices, in special circumstances, can be accepted up to Monday, first post. 


It would be appreciated if notices could be written in the following order: details of 
meeting—place—date—time; as briefly as possible, and with all names in capitals please. 


Northern Area 


Area Organizer—Miss L. E. Montgomery, 
24, Chelmsford Road, Harrogate. 


ALNWICK (SuB-BRANCH). Miss L. Ryle, 
11, Bondgate Without, Alnwick, North- 
umberland. 

BANGOR. Miss M. S. Williams, Minffordd 
Hospital, Bangor. 

BLACKBURN. Miss G. P. Oddie, 113, 
Manxman Road, Blackburn, Lancs. 

BLACKPOOL. Miss N. Hutton, Victoria 
Hospital, Blackpool, Lancs. 

BOLTON. Miss I. Hawksby, Bolton District 
General Hospital, Farnworth, Bolton, 
Lancs. 

BRADFORD. Miss B. Hall, St. Luke’s 
Hospital, Bradford, Yorks. 

BRIDLINGTON Miss 
E. Saggs, Northfield Sanatorium, Drif- 
field, Yorks. 

BURNLEY. Mrs. B. A. Bailey, La Prefer- 
ence, Red Lees Road, Mereclough, nr. 
Burnley, Lancs. 

BURY*. Miss L. Ferrier, 44, 
Road, Bury, Lancs. 

CHESTER. Miss A. T. Scott-Taylor, 
Chester Royal Infirmary. 

COLWYN BAY. Miss N. Thomas, Mater- 
nity Home, Nant-y-Glyn Road, Colwyn 
Bay. 

CUMBERLAND. Miss R. Hind, 18, Scot- 
land Road, Stanwix, Carlisle. 

DARLINGTON. Miss L. B. Stanton, 
Memorial Hospital, Darlington. 

DURHAM CITY. Mrs. J. Hardy, County 
Hospital, Durham City. 

FURNESS. Miss G. Taylor, 33, Ancaster 
Street, Barrow-in-Furness, Lancs. 

HALIFAX. Miss W. L. J. Garner, General 
Hospital, Halifax, Yorks. 

HARROGATE. Mrs. C. M. Galbraith, 
7, Langcliffe Avenue East, Harrogate. 

HUDDERSFIELD. Miss M. T. Highcock, 
Royal Infirmary, Huddersfield. 

HULL. Mrs. I. M. Baker, 45, 
Avenue, Beverley, Yorks. 

ISLE OF MAN. Miss T. Randle, Ballamona 
Hospital, Braddan, Isle of Man. 

LANCASTER. Miss E. M. Jackman, 
Beaumont Hospital, Slyne Road, Lan- 
caster. 

LEEDS. Miss M. Cherrett, 282, Stainbeck 
Road, Leeds 7. 

LIVERPOOL. Miss R. Haynes, Royal 
Infirmary, Liverpool 3. 

MACCLESFIELD. Miss J. C. Whyte, 
War Memorial Hospital, Congleton, 
Cheshire. 

MANCHESTER. Miss A. M. Walker, 
16/18, Stenner Lane, Didsbury, Man- 
chester 20. 

MID-CHESHIRE. Miss E. Crowther, 
c/o ret one Co. (Gadbrook) Ltd., 


Manchester 


Sample 


Gadbrook, Northwich, Cheshire. 

MIDDLESBROUGH. Miss K. Knight, 
14, Fountain Street, Guisborough, Mid- 
dlesbrough. 

NEWCASTLE UPON TYNE. Miss A. D. 
Strong, Preston Hospital, North Shields, 
Northumberland. 

NORTHALLERTON. Miss L. Mann, 
Verdun House, Stokesley, Middlesbrough, 
Yorks. 

OLDHAM. Miss F. Wilcock, Oldham and 
District Géneral Hospital, Rochdale 
Road, Oldham, Lancs. 

PRESTON. Miss J. M. Daggers, 17, Bence 
Roud, Frenchwood, Preston, Lancs. 

RHYL. mae OP. Ellison, Gretton, 
Meliden Road, Prestatyn, Flintshire. 

ROCHDALE. Miss P. John, 48, Sedgley 
Avenue, Rochdale, Lancs. 

Sa. HELENS. Miss M. Hendey, Cottage 
Hospital, Clipsley Lane, Haydock, St. 
Helens, Lancs. 

SCARBOROUGH. Miss M. Carr, 8, Pros- 
pect Bank, Scarborough, Yorks. 

SOUTHPORT. Miss E. M. Taylor, Brad- 
stock Lockett Hospital, Marshside, South- 
port, Lancs. 

STOCKPORT*. Miss E. Clark and Miss 
L. M. Drew, 7, Windsor Avenue, Heaton 
Moor, Stockport. 

STOCKTON-ON-TEES. Miss G. Leak, 
34, Buchanan Street, Stockton-on-Tees, 
Co. Durham. 

SUNDERLAND. Miss M. Jackson, Nurses 
Teaching Unit, Royal Victoria Infirmary, 
Newcastle upon Tyne. 

WAKEFIELD. Miss E. M. Boothroyd, 
Pinderfields General Hospital, Aberford 
Road, Wakefield, Yorks. 

WARRINGTON. Miss D. Newns, 9, Orford 
Avenue, Warrington, Lancs. 

W. CUMBERLAND. Miss C. M. Butland, 
The Infirmary, Workington, Cumberland. 

WESTMORLAND. Miss E. M. Thomas, 
Fairmead, Heversham, Milnthorpe, West- 
morland. 

WIGAN. Mrs. E. Marsh, Stromar, Mount 
View, Lower Ince, nr. Wigan. 

WIRRAL. Miss S. E. Roberts, 2, Arno 
Road, Oxton, Birkenhead. | 

WREXHAM. Miss G. M. Norman, War 
Memorial Hospital, Wrexham, Denbigh. 

YORK. Miss G. C. Foster, City Hospital, 
York. 


Midland Area 


Area Organizer—Miss E. A. Warren, 
49, St. Peter’s Road, Handsworth, Bir- 
mingham 20. 


BARNSLEY. Miss R. Nicholson, Stone- 
gateway, Mount Vernon Road, Barnsley, 
Yorks.. 


BIRMINGHAM. Miss V. C. Whiter, Queen 
Elizabeth Hospital, Birmingham 15. 
BOSTON. Miss P. Tolliday, 7, Marketstead 

Est., Kirton, nr. Boston, Lincs. 

BURTON-ON-TRENT. Miss K. McVeigh, 
Andressey Hospital, Belvedere Road, 
Burton-on-Trent, Staffs. 

CHESTERFIELD. Miss A. Parkinson, 
39, Orchards Way, Walton Road, Ches- 
terfield. 

COVENTRYf. Correspondence to: (chair- 
man) Miss L. Pugh Jones, Coventry and 
Warwickshire Hospital, Coventry, War- 
wicks. 

DERBY. Miss E.‘H. Maltby, Derbyshire 
Royal Infirmary, Derby. 

Acting hon. 
sec.: Miss S. C. Griffith, Fronderw, South 
Avenue, Barmouth, Merionethshire. 

DONCASTER. Miss W. M. Jackson, Royal 
Infirmary, Doncaster. 

EVESHAM. Miss A. Milne Stuart, Avon- 
side Hospital, Evesham, Worcs. 

GRANTHAM. Miss B. Meredith, Grantham 
and Kesteven General Hospital, Gran- 
tham, Lincs. 

GRIMSBY. Miss D. E. Morton, 61, Bargate, 
Grimsby. 

HEREFORD. Miss V. Thompson, The 
General Hospital, Hereford. 

KIDDERMINSTER. Miss M. K. Jewkes, 
Kidderminster and District General Hos- 
ital, Mill Street, Kidderminster, Worcs. 

LEAMINGTON. Mrs. H. M. Dalton, 
22a, Willes Road, Leamington Spa. 

LEICESTER. Miss M. Roberts, Leicester 
General Hospital. 

LINCOLN. Miss F. Booth, The Flat, 
Mint Lane, Lincoln. 

LOUTH. Mrs. P. M. Shaw, County In- 
firmary, Louth, Lincs. 

MANSFIELD. Miss M. V. Stephens, 
Debdale Hall Hospital, Mansfield, Notts. 

NOTTINGHAM. Miss F. E. Turner, 
Highbury Hospital, Nottingham. 

ROTHERHAM. Miss M. Welton, Rosehill 
Hospital, Rawmarsh, Rotherham, Yorks. 

ao Miss J. Boddy, 38, Clifton Road, 


Rugby. 

SCUNTHORPE and BRIGG. - Mrs. N. 
Burrill, 19, Stocks Hill Road, Ashby, 
Scunthorpe, Lincs; 

SHEFFIELD. Miss D. Shipley, Ranfall, 
Ranmoor Park Road, Sheffield 10. 

SHREWSBURY. Miss M. E. Rowlands, 
Orthopaedic Hospital, Oswestry, Shrop- 


shire. 

STAFFORD. Miss D. A. Heath, 5, Bruns- 
wick Terrace, Stafford. 

STOKE-ON-TRENT. Miss H. J. Hand, 
North Staffs Royal Infirmary, Stoke-on- 
Trent, Staffs 

STOURBRIDGE and DUDLEY. Miss 
E. J. Tooby, Guest Hospital, Dudley, 
Worcs. 
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STRATFORD-ON-AVON. Miss D. Stans- 
feld, Flat 2, 6, — Street, Stratford- 
on-Avon, Warwick 

TAMWORTH, LICHFIELD and SUT- 
TON COLDFIELDf. Miss 1. M. Epton, 


Matron, Tamworth Hospital, Hospital 
Street, Tamworth, Staffs. 
WALSALL. Miss D. Price, General 


Hospital, Walsall, Staffs. 
WOLVERHAMPTON}. Miss K. E. Alsop, 
Assistant Matron, Royal Hospital, Cleve- 
land Road, Wolverhampton. 
WORCESTER. Miss E. M. Hopkinson, 
Oaklands, 62, Battenhall Road, Worces- 
ter. 


Eastern Area 


Area Organizer—Miss M. C. Thyer, 1a, 
Henrietta Place, London, W.1. 


BEDFORD. Miss C. Ardley, Bedford 
General Hospital (North Wing), Kim- 
bolton Road, Bedford. 

BOURNEMOUTH and POOLE. Miss P. 
Moore, 45, Cecil Avenue, Bournemouth, 
Hants. 

BRIGHTON and HOVE. Miss K. B. 
Perkins, Royal Sussex County Hospital, 
Brighton, Sussex. 

BROMLEY. Mrs. R. G. Gibbs, Lennard 
Hospital, Bromley, Kent. 

CAMBRIDGE. Mrs. I. Pope, 3, Portugal 
Street, Cambridge. 

CANTERBURY. Miss E. G. Dew, Hurst 
Cot, Blean Hill, Blean, Canterbury, Kent. 

CHELMSFORD. Miss S. M. Smith, 
Broomfield Hospital, Broomfield, nr. 
Chelmsford, Essex. 

CHICHESTER. Miss B. Oram, St. Rich- 
ard’s Hospital, Chichester. 

COLCHESTER. Miss L. M. Norton, 
St. Michael’s Hospital, Rayne Road, 
Braintree, Essex. 

CROMER. Mrs. E. Wortley, Upton House, 
Norwich Road, Cromer, Norfolk. 

CROYDON. Mrs. E. M. Ryle-Horwood, 
33, Birdhurst Road, Croydon, Surrey. 

DARTFORD. Miss E. M. Martin, 186, Sin- 
glewell Road, Gravesend, Kent. 

DORSET. Miss E. M. Mason, 1, Great 
Western Road, Dorchester, Dorset. 

EASTBOURNE. Miss F. P. Dunnill, 
19, Osborne Road, Eastbourne, Sussex. 

EPSOM. Miss E. H. Spencer, 28, Worple 
Road, Epsom, Surrey. 

FARNH and ALDERSHOT. (Temp. 
to chairman) Miss A. E. McNeill, The 
Aldershot Hospital, St. George’s Road, 
Aldershot, Surrey. 

FOLKESTONE. Miss L. E. Burleigh, 
Royal Victoria Hospital, Folkestone. 
GUERNSEY. Mrs. D. Blackmore, Landor, 
Coutanchez, St. Peter Port, Guernsey, 

Channel Islands. 

GUILDFORD. Miss L. I. Bennett, Royal 
Surrey County Hospital, Guildford, 
Surrey. 

HARROW and WEMBLEY. Mrs. E. M. 
Woodruff, 12, West Drive, Harrow 
Weald, Middlesex. 

HASTINGS. Miss E. M. Rudd, Kenilworth 
Convalescent Home, Buckhurst Road, 
Bexhill-on-Sea. 

HERTFORD. Miss M. A. McClements, 
Queen’s Hill, Morgan’s Road, Hertford. 

HITCHIN. Miss J. R. Grant, Lister Hos- 
pital, Hitchin, Herts. 

HUNTINGDONSHIRE. Miss D. Robus, 
32, Hartford Road, Huntingdon. 

IPSWICH. Miss A. Smith, Robin Hill, 
Mendip Drive, Rushmere-St. Andrews, 
nr. Ipswich. 

ISLE OF WIGHT. Miss R. Weedon, St. 
Mary’s Hospital, Newport, Isle of Wight. 

JERSEY. iss. E. Voisin, Gorseland, La 
Moye, St. Brelade, ‘Jersey, Channel 
Islands. 


KING’S LYNN. Miss J. Hughes, King’s 
Lynn General Hospital, King’s Lynn, 
Norfolk. 

LOWESTOFT and GREAT YARMOUTH. 
Miss R. V. Stiles, 49, Gunton Drive, 
Lowestoft, Suffolk. 

LUTON. Miss I. Griffin, Luton and 
Dunstable Hospital, Children’s Annexe, 
London Road, Luton, Beds. 

MAIDSTONE and MEDWAY TOWNS. 
Miss M. Squibbs, 254, City Way, Rochester 
Kent. 

METROPOLITAN BRANCHES: 
NORTH EASTERN. Miss D. Browning, 

London Hospital, E.1. 

NORTH WESTERN. Miss J. Nisbet, 
106, Crawford Street, W.1. 

SOUTH EASTERN. Miss E. M. 
Andrews, Bishop’s House, 5, Kenning- 
ton Park Place, S.E.11. 

SOUTH WESTERN. Miss P. M. Cran- 
ston, St. George’s Hospital, Hyde Park 
Corner, S.W.1. 

NORWICH. Miss B. Wyman, Norfolk 
and Norwich Hospital, Norwich. 

PETERBOROUGH. Miss.M. A. Hodkin- 
son, St. John’s Hospital, Thorpe Road, 
Peterborough, Northants. 

PORTSMOUTH. Miss V. S. Earwaker, 
Queen Alexandra Hospital, Cosham, 
Portsmouth. 

REDHILL and REIGATE. Miss P. L. 
Cheseman, Redhill County Hospital, 
Earlswood Common, Redhill, Surrey. 

ST. ALBANS. Miss A. Featherstone, 2, 
Old House Road, Hemel Hempstead 
Herts. 

SALISBURY. Miss R. O’Maley, Odstock 
Hospital, Salisbury, Wilts. 

SOUTHAMPTON. Miss E. Davis, Royal 
South Hants Hospital, Southampton. 

SOUTHEND. Miss W. Mouncy, 3a, Crosby 
Road, Westcliff-on-Sea, Essex. 

STAMFORD and RUTLAND. Miss M. A. 
Conway, Stamford and Rutland Hospital, 
Ryall Road, Stamford, Lincs. 

THANET. Miss G. B. Lilley, Royal Sea 
Bathing Hospital, Margate. 

TUNBRIDGE WELLS. Miss M. Clarey, 
Kent and Sussex Hospital, Mount 
Ephraim, Tunbridge Wells, Kent. 

WATFORD. Miss M. L. Deverell, 4, The 
Avenue, Watford, Herts. 

WEST SUFFOLK. Mrs. S. Shaw, 69, 
Hospital Road, Bury St. Edmunds, 
Suffolk. 

WINCHESTER. Miss C. W. Smith, Lord 
Mayor Treloar Orthopaedic Hospital, 
Alton, Hants. 

WOKING. Miss C. A. Browne, Weybridge 
Hospital, Weybridge, Surrey. 


WORTHING. Miss E. M. Pickard, Worth- © 


ing Hospital, Worthing, Sussex. 


Western Area 


Area Organizer—Miss M. E. Baly, 1, Oakley, 
Claverton Down, Bath. 


ABERDARE. Miss J. M. Davies, Bron 
Haul, Llwydcoed, Aberdare, Glam. 

BATH. Miss F. E. White, Royal United 
Hospital, Bath. 

BRIDGEND. Miss G. M. James, Nurses 
Hostel, Quarella Road, Bridgend, 
Glam. 

BRISTOL. Miss R. M. Butler, Bristol Royal 
Hospital, Royal Infirmary Branch, Marl- 
borough Street, Bristol. 

BUCKINGHAMSHIRE. Mrs. B. I. Green- 
mon, The Municipal Health Centre, The 
Rye, High Wycombe, Bucks. 

CARDIFF. Miss F. E. Clarke, Teaching 
Department, Royal Infirmary, Cardiff. 

CARMARTHEN. Miss N. E. Russell, 
Westcliffe, Bronwydd Road, Carmarthen, 
S. Wales. 

CHELTENHAM. Miss M. v. Hickman, 


NORTH DEVON. 


SWINDON. 
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General Hospital, Sandford Road, Chel- 
tenham, Glos. 

EXETER. Miss M. Brown, Royal Devon 
and Exeter Hospital, Southernhay East, 
Exeter. 

GLOUCESTER. Miss P. E. Martin, Sana- 
torium, Wycliffe College, Stonehouse, 

los. 

KETTERING. Miss D. Witney, Barton 
Hall, Barton Seagrave, Kettering, North- 
ants. 

LLANELLY. Mrs. M. G. Jenkins, 27, 
Spowart Avenue, Llanelly. 

MORRISTON. Miss D. I. Evans, Morriston 
Hospital, Swansea. 

NEATH and PORT TALBOT. Miss E. N. 
Morgan, 68, Tanygroes Street, Port 
Talbot, Glam. 

NEWPORT, Mon. Miss T. M. Inns, 
1, Cae Perllan Road, Newport, Mon- 
mouthshire. | 

NORTHAMPTON. Miss M. J. Cooper, 
Nurses Home, General Hospital, North- 
ampton. 

NORTH BUCKS (SusB-BRancn). Mrs. 
S. J. Rolfe, 9, Park Road, Winslow, 
Bucks. 

Miss S. C. Kelly, Culme 
Vale, High Wall, Barnstaple, N. Devon. 

OXFORD. Miss G. Purkis-Smith, Churchill 
Hospital, Headington, Oxford. : 

PEMBROKESHIRE. Miss J. M. Young, 
Dingle Grove, 102, Cardigan Road, 
Haverfordwest, Pembs. 

PLYMOUTH. Miss W. S. Sloman, 43, 
Thorn Park, Mannamead, Plymouth. 
READING. Mrs. N. Osborne, 22, St. 

Peter’s Road, Reading, Berks. 

REDRUTH. Miss E. M. McCarthy, 9, 
Carne Gwavas Terrace, Newlyn, Pen- 
zance, Cornwall. 

RHONDDA and PONTYPRIDD. Miss 
B. Lloyd, 2, Whitefield Street, Ton Pentre 
Rhondda, Glam. 

SLOUGH, MAIDENHEAD and WIND- 
SOR. Miss D. L. Willcocks, Heather 
Wood Hospital, Ascot, Berks. 

SOUTH and WEST SOMERSET. Miss 
K. R. Richardson, Laburnum Cottage, 
Staplehay, Taunton, Somerset. 

SWANSEA. Miss G. Morse, 544, Gower 
Road, Killay, Swansea, Glam. 

Miss C. J. Thorn, 4, Shriven- 
ham Road, Swindon, Wilts. 

TORQUAY. Miss I. M. Sabm, Rosehill 
Children’s Hospital, Torquay. 

TRURO. Mrs. J. Hickman, Coolmore, 
1, Albany Road, Falmouth, Cornwall. 

WESTON-SUPER-MARE. Miss V. A. 
Gunton, Shute Shelve Hospital, Ax- 
bridge, Somerset. 


Scotland 


Area Organizer—Miss re H. Milroy, 44, 
Heriot Row, Edinburgh 3. 


ABERDEEN. Miss M. Keddie, Royal 
Infirmary, Aberdeen. 

AYRSHIRE, Miss A. Bone, Seafield 
Children’s Hospital, Ayr. 

BANFF (SusB-BRANCH). Miss M. S. 
Blackhall, Fordyce Memorial Institute, 
Gardenstown, Banff. 

BORDER COUNTIES. Miss W. Shaw, 
Peel Hospital, Galashiels. 

BRECHIN. Miss W. E. Prentice, Stracathro 
Hospital, Brechin, Angus. 

CAITHNESS AT WICK. Miss M. J. Bruce, 
11, Robertson Square, Wick, Caithness. 

DUMFRIES: and GALLOWAY. Miss 
J. Ewart, Amulree,. Islestop, Dumfries. 

DUNDEE. Miss M. Thomson, King’s Cross 
Hospital, Dundee. 

DUNFERMLINE. Miss E. K. Beveridge, 
Dunfermline and West Fife Hospital, 
Dunfermline. 

EDINBURGH. 


Miss M. MacDonald, 


; 
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